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Abstract

Cardiovascular disease is a major public health problem in Bosnia and Herzegovina
(BiH). International frameworks increasingly place CVD prevention within primary
health care (PHC), but it is not clear how these frameworks have entered domestic
institutional arrangements. This thesis examines how PHC-based CVD prevention has
been translated and institutionally embedded in BiH, with a comparison between the
Federation of Bosnia and Herzegovina (FBiH) and Republika Srpska (RS).

The study uses a qualitative, desk-based embedded case study. A locked corpus of 48
publicly available documents was analysed across four areas: governance and mandates;
financing, purchasing and entitlements; service delivery and resources; and monitoring
and reporting. Evidence was extracted into a verified Evidence Matrix and then
synthesized separately for FBiH and RS.

The findings show that PHC-CVD prevention is formally embedded in several parts of
both entity health systems. Formal mandates, purchasing instruments, family medicine
structures, workforce arrangements and reporting duties were identified. However,
embedding was uneven. Framework authorization, implementation continuity, sustainable
financing, routine risk management and monitoring feedback remained less clearly
supported. Policy translation mainly took the form of selective adaptation rather than
direct adoption of one complete international model. RS had stronger direct
documentation in some areas, including approved risk guidance, routine expenditure and
monitoring duties, while FBiH had more detailed current evidence on outpatient
CVD-medicine content. These differences do not establish that one entity performs better.

The thesis concludes that PHC-CVD prevention in BiH is partly but not completely
institutionalized. The main challenge is to connect existing mandates, financing, services,
medicines and monitoring into a stable routine prevention pathway. The findings describe
documented institutional arrangements and do not measure service quality, patient access
or health outcomes.
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List of Abbreviations

Abbreviation Full term

ACE Angiotensin-converting enzyme

ATC Anatomical Therapeutic Chemical classification system

BiH Bosnia and Herzegovina

COVID-19 Coronavirus disease 2019

CVD Cardiovascular disease

CVRAM Cardiovascular risk assessment and management

ECG Electrocardiography

ESC European Society of Cardiology

EU European Union

EUR Euro

FBiH Federation of Bosnia and Herzegovina

FTE Full-time equivalent

GBD Global Burden of Disease

HDL High-density lipoprotein

HEARTS Healthy-lifestyle counselling; Evidence-based treatment protocols; Access to essential
medicines and technology; Risk-based CVD management; Team-based care; and
Systems for monitoring

HIF Health Insurance Fund

HIS Health information system

HSiA Health Systems in Action

ID Identifier

KM Konvertibilna marka (convertible mark)

LDL Low-density lipoprotein

N/A Not applicable

NCD Noncommunicable disease

NGO Non-governmental organization

OECD Organisation for Economic Co-operation and Development

OOP Out-of-pocket expenditure

OCR Optical character recognition

PDF Portable Document Format

PHC Primary health care

QC Quality control

RS Republika Srpska

SCORE Systematic Coronary Risk Evaluation

SCORE2 Systematic Coronary Risk Evaluation 2

SCORE2-OP Systematic Coronary Risk Evaluation 2 — Older Persons




SDC Swiss Agency for Development and Cooperation

SEEHN South-eastern Europe Health Network

UHC Universal health coverage

UN United Nations

UNIATF United Nations Interagency Task Force on the Prevention and Control of
Noncommunicable Diseases

UNICEF United Nations Children's Fund

WHF World Heart Federation

WHO World Health Organization

WHO/Europe World Health Organization Regional Office for Europe

WHO NCD GAP WHO Global Action Plan for the Prevention and Control of Noncommunicable

Diseases
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1. Introduction

Cardiovascular disease (CVD) remains one of the main public health problems in Bosnia
and Herzegovina (BiH), where circulatory diseases account for a large share of total
mortality in both the Federation of Bosnia and Herzegovina (FBiH) and Republika Srpska
(RS) (Litvinova et al., 2025). International frameworks increasingly place CVD
prevention within primary health care (PHC). The WHO Global Action Plan, WHO
HEARTS and the ESC prevention guidelines support risk assessment, early identification,
long-term management, access to essential medicines, team-based care and routine
monitoring (World Health Organization, 2013; World Health Organization, 2020;
Visseren et al., 2021). However, international guidance does not become routine practice
automatically. Prevention also requires clear responsibilities, financing and purchasing
arrangements, service pathways, workforce capacity and reporting systems.

BiH is an important setting for studying this issue because its health system is
institutionally fragmented. Health responsibilities are divided between FBiH, RS and
Brcko District, while FBiH is further divided across cantons. RS has more centralized
entity-level governance and pooling, while FBiH has more decentralized and
canton-based arrangements (Litvinova et al., 2025). This fragmentation is not simply an
administrative characteristic; it is rooted in the post-Dayton political settlement, which
ended the war while distributing extensive authority across entities and cantons
(Litvinova et al., 2025). Consequently, the institutionalization of CVD prevention also
raises a broader peace and development question: how governance institutions shaped by
a peace settlement coordinate public policy, develop durable institutional capacity and
promote equitable access to essential services. Examining whether PHC-based CVD
prevention becomes embedded in routine domestic arrangements, rather than remaining
uneven or project-dependent, therefore links this study to wider debates on the long-term
development of post-conflict health systems and the relationship between institutional
capacity, service provision, and state-building (Witter, 2012, pp. 2375-2376). Earlier
studies have examined family medicine reform, international support and the wider
development of PHC in BiH (Atun et al., 2007). However, less attention has been given to
how internationally endorsed PHC-based CVD prevention is placed within routine
governance, financing, service delivery and monitoring arrangements, and how this
documented pattern differs between FBiH and RS. This thesis addresses this gap through
an embedded, document-based comparison of the two entities.

1.1 Aim and Research Questions

The aim of this thesis is to examine whether and how internationally endorsed PHC-based
CVD prevention has been translated into documented institutional arrangements in BiH,
and how the resulting patterns differ between FBiH and RS.
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The study addresses the following research questions:

a. How is PHC-based CVD prevention institutionally embedded in documented
governance, financing and purchasing, service-delivery, and monitoring arrangements in
FBiH and RS?

b. How do FBiH and RS differ in the documented translation and institutional

embedding of internationally endorsed PHC-based CVD prevention?

The study is limited to PHC-based CVD prevention, risk assessment and long-term
management. It does not assess hospital care, clinical effectiveness, service quality or
health outcomes. FBiH and RS are treated as the two embedded comparison units, and no
separate canton-level mini case is conducted. The following chapters review the relevant
literature, present the theoretical and methodological framework, report the findings,
discuss their meaning and provide the final conclusion.

2. Literature review

2.1 CVD prevention and PHC-based prevention models

Cardiovascular disease (CVD) is a central component of the global burden of noncommunicable
diseases (NCDs). The WHO Global Action Plan identifies CVD, cancer, chronic respiratory
disease and diabetes as leading causes of mortality and major barriers to social and economic
development (Banatvala et al., 2023; World Health Organization, 2013). Within this agenda, CVD
remains a particularly important target because of its substantial contribution to NCD mortality
and its close association with modifiable behavioural and metabolic risks.

The burden is especially pronounced in Bosnia and Herzegovina (BiH), where CVD accounts for
over 40% of total mortality and circulatory-disease mortality remains high in both the Federation
of Bosnia and Herzegovina (FBiH) and Republika Srpska (RS) (Litvinova et al., 2025).
Hypertension and tobacco use are also widespread. CVD therefore concentrates several challenges
relevant to health-system reform: preventable mortality, chronic disability, modifiable risk factors
and sustained pressure on a fragmented system (Litvinova et al., 2025; Ramic-Catak et al., 2023).
Earlier research linked this burden not only to conventional risk factors but also to BiH's post-war
social, political and economic conditions (Masic et al., 2010). More recent literature shows
increasing attention to NCD action plans, risk-factor surveillance, family-medicine guidelines and
the local adaptation of international prevention tools (Litvinova et al., 2025; Ramic-Catak et al.,
2023).

Internationally, CVD prevention has shifted from specialist treatment and the management of
isolated risk factors towards a public-health model based on primary health care (PHC), overall
risk assessment and long-term management (Visseren et al., 2021; World Health Organization,
2020). This approach seeks to identify people at elevated risk before acute events occur and to
integrate counselling, treatment and follow-up into routine care. Total-risk assessment is central:
several moderately elevated risk factors may produce greater overall risk than a single abnormal
measure, so treatment intensity should reflect an individual's combined probability of a
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cardiovascular event (World Health Organization, 2020). Risk stratification is therefore presented
as both clinically appropriate and potentially more efficient in resource-constrained settings.

Three international frameworks define this PHC-based model at different but complementary
levels. The WHO Global Action Plan provides the broad policy architecture, connecting NCD
prevention with multisectoral action, universal health coverage, equitable access to essential
medicines and technologies, people-centred PHC, referral systems, quality improvement and
monitoring (World Health Organization, 2013). Its Objective 4 is particularly relevant because it
calls for health systems to be strengthened and reoriented towards NCD prevention and control
through PHC. Prevention is thus framed not merely as clinical guidance, but as a matter of
governance and health-system organization.

The WHO HEARTS package operationalizes this agenda for CVD management in primary care.
Its modules cover lifestyle counselling, evidence-based protocols, access to essential medicines
and technologies, risk-based management, team-based care and monitoring systems (World Health
Organization, 2020). Together, these elements describe prevention as an organized process of
identifying, stratifying, treating and following patients over time. HEARTS also requires
country-level adaptation and offers both laboratory- and non-laboratory-based risk charts. It can
therefore be treated as a structured but flexible benchmark for examining whether prevention is
supported by protocols, risk tools, medicines, workforce arrangements and reporting systems
rather than merely mentioned in policy.

The 2021 European Society of Cardiology (ESC) Guidelines add a more detailed clinical and
professional logic. They emphasize individualized risk estimation, treatment benefit, lifestyle and
psychosocial factors, adherence and long-term management, while also recognizing that
implementation depends on educational tools, registries and quality indicators (Visseren et al.,
2021). WHO and ESC frameworks therefore converge around PHC delivery, risk-based
assessment, standardized pathways, behavioural counselling, access to treatment and continuing
monitoring, although WHO gives greater weight to system design and ESC to clinical
decision-making.

This distinction matters in BiH because international influence does not originate from a single
source. ESC influence is visible in the clinical sphere, including the adaptation of HeartScore for
Bosnian practice (Masic et al., 2010), whereas WHO frameworks are more evident in broader PHC
strengthening, NCD planning and integrated risk-management initiatives (Litvinova et al., 2025;
Ramic-Catak et al., 2023). The international model entering BiH is therefore an overlap of
public-health and clinical frameworks that must be interpreted within a fragmented domestic
institutional setting.

These frameworks provide suitable benchmarks for this thesis because they define prevention as a
service and policy model linking governance, resources, delivery and monitoring, while explicitly
allowing contextual adaptation (World Health Organization, 2013; World Health Organization,
2020). HEARTS also places BiH within its Central Europe risk-chart region, giving the framework
direct operational relevance to the country (World Health Organization, 2020). Taken together, the
literature establishes both the epidemiological importance of CVD in BiH and an internationally
endorsed PHC-based prevention model. The central analytical question is therefore how that
model is translated into mandates, financing, service pathways and monitoring arrangements
across BiH's fragmented health system.

2.2 Policy transfer and policy translation

Policy transfer provides a starting point for understanding how policies move across borders.
Dolowitz and Marsh (2000) define it as the use of knowledge about policies, institutions,
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administrative arrangements, ideas or programmes from one time or place in another. Transfer
may involve copying, emulation, combination or inspiration and may be promoted by
governments, international organizations, experts and professional networks. It can also be
incomplete or unsuccessful when actors misunderstand the original model, neglect contextual
differences, select only certain elements or adopt reforms under external pressure (Dolowitz and
Marsh, 2000). This framework therefore identifies what travels, who promotes it and why transfer
may fail.

However, a linear transfer model cannot fully explain how policies change while travelling. Stone
(2004) argues that policy movement occurs through transnational networks, international
organizations, epistemic communities and advocacy coalitions that select and package policy
knowledge. Organizations such as the World Bank, EU and UN agencies are thus active transfer
agents that help define “best practice.” Yet ideas may circulate more easily than institutional
change: formal adoption reveals little about how a policy is interpreted, implemented or embedded
(Stone, 2004). For this thesis, the issue is therefore not simply whether international CVD
prevention models reached Bosnia and Herzegovina (BiH), but what happened to them in the
process.

Policy translation offers a stronger lens for examining this transformation. Freeman (2009)
conceptualizes translation as rewriting and reproduction across different settings rather than the

movement of a stable policy object. Policies are interpreted, edited and recoded as they pass
through institutional arenas, and implementation itself entails reformulation. This perspective is
particularly appropriate for standardized international health models, which become workable only
when adapted to domestic actors, institutions and routines.

Lendvai and Stubbs (2007) extend this argument to post-socialist and transitional contexts. They
show that transnational policy scripts are recontextualized through local struggles over meaning,
authority and legitimacy, often within “contact zones” marked by unequal power and institutional
uncertainty. Local actors therefore mediate rather than merely receive external models. This is
highly relevant to BiH, where international reforms encounter a fragmented post-Dayton system
comprising two entities, Brcko District and ten FBiH cantons, alongside multiple ministries and
insurance funds (Litvinova et al., 2025). Such fragmentation makes uniform replication unlikely
and creates multiple sites of selective adaptation.

Evidence from BiH's health sector supports this interpretation. Atun et al. (2007) describe
family-medicine reform as the diffusion of a complex innovation whose uptake depended on
governance, professional interests, training, communication and local leadership. Reform became
workable through assimilation and adaptation rather than straightforward dissemination; the
Laktasi experience, for example, showed that adjustment to local conditions could strengthen
ownership and reduce resistance (Atun et al., 2007). This demonstrates that diffusion and
institutionalization depend not only on the source model but also on how domestic actors recast it.

WHO guidance further establishes that adaptation is not necessarily implementation failure.
Existing guidelines may legitimately be revised to reflect national organizational conditions,
evidence and priorities through transparent procedures (World Health Organization, 2024). It is
therefore necessary to distinguish purposeful contextual adaptation from omission or failure to
implement. Adaptation can itself constitute an institutionalized form of translation.

In sum, policy transfer remains useful for identifying external models, actors and modes of
movement, but translation better explains how those models are interpreted, negotiated and
institutionally reshaped (Stone, 2004; Freeman, 2009; Lendvai and Stubbs, 2007). This thesis
therefore uses translation to examine how international CVD prevention frameworks are
transformed as they enter BiH's fragmented institutions, rather than assessing implementation
against an expectation of literal replication.
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2.3 Health policy and systems: implementation and institutional
embedding

Health policy outcomes cannot be explained through policy content alone. Walt and Gilson's
(1994) policy triangle places content, context, process and actors in dynamic relation, emphasizing
that reform is political because it redistributes resources, authority and opportunities. Health policy
is consequently implemented through negotiation, organizational arrangements and power
relations rather than linear execution (Buse et al., 2023). Policies are continually reshaped by the
institutions, actors and resources involved in delivery. Formal adoption therefore does not
establish whether preventive measures become routine.

This thesis uses institutional embedding to describe the incorporation of PHC-based CVD
prevention into ordinary governance and service arrangements. Relevant elements include formal
mandates, organizational and professional responsibilities, financing and purchasing rules, service
pathways, and monitoring and reporting systems. Embedding is distinct from rhetorical
commitment: a strategy or donor-supported programme may endorse prevention without
integrating it into everyday institutional routines. It is also gradual rather than binary, because
different elements can be institutionalized to different degrees.

Financing and purchasing are central mechanisms in this process. Kutzin et al. (2010) treat
revenue collection, pooling, purchasing and benefit entitlements as components of implementation
because they determine how resources are converted into services. Provider payment and
contracting influence what providers prioritize, although their effects depend on governance
conditions such as autonomy and budget constraints. Prevention is therefore unlikely to become
routine when it lacks stable funding, inclusion in entitlements or purchasing requirements.
Fragmented pools and separate contracts may further isolate related interventions and preserve a
curative or project-based orientation (Kutzin et al., 2010).

These mechanisms are particularly relevant in Bosnia and Herzegovina (BiH). Its decentralized
health system divides decision-making across entities, Bréko District and, within FBiH, cantons
with separate legislation and insurance arrangements (Litvinova et al., 2025). RS has more
centralized governance and pooling, whereas FBiH's canton-based system produces greater
territorial variation in financing, access and entitlements. Limited coordination complicates
common standards and sustained reform, while the continued hospital-centred orientation
constrains the use of PHC and family medicine as platforms for prevention and continuity of care
(Litvinova et al., 2025). Institutional embedding therefore depends on whether prevention enters
routine PHC roles, referral pathways and follow-up arrangements rather than remaining an
isolated activity.

Post-conflict conditions intensify these challenges. Donor-funded programmes may expand
services but remain parallel to domestic financing, regulation and reporting when state capacity
and accountability are weak (Witter, 2012). BiH's family-medicine reforms illustrate the difference
between external support and institutional absorption. Reform advanced through legal recognition,
training, team-based organization, service standards, contracting and payment changes, but
coverage remained incomplete and older structures persisted (Atun et al., 2007; World Bank,
2005). This experience shows that reform becomes durable only when it is assimilated into
professional roles, organizational routines and financing arrangements.

WHO's cardiovascular risk assessment and management (CVRAM) programme provides a more
specific prevention example. It used family-medicine practices, standardized tools, training,
indicators and domestic quality institutions, indicating movement towards institutional absorption
(World Health Organization Regional Office for Europe, 2018). However, some indicators were
not routinely collected through ordinary information systems, showing that programme support
and routine governance had not fully converged. The case therefore illustrates partial embedding
rather than either complete institutionalization or simple absence.

Overall, institutional embedding is a political, organizational and financial process shaped by
actors, incentives, capacity and context. For this thesis, the concept directs attention to whether
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internationally promoted prevention models move beyond formal adoption and become
incorporated into mandates, financing, PHC service pathways and monitoring arrangements in
FBiH and RS.

2.4 Post-conflict, decentralized health systems and Bosnia and
Herzegovina

Post-conflict health systems commonly face damaged infrastructure, weak management and
financial capacity, workforce disruption and poor coordination. Donors and international
organizations may therefore become central to financing and service organization, especially
during early reconstruction (Witter, 2012). Although such support can expand services, project
success does not necessarily produce durable institutional change. Sustainability depends on
whether externally supported initiatives are absorbed into domestic financing, regulation,
accountability and stewardship arrangements rather than remaining parallel programmes (Witter,
2012).

This literature also contains an important thematic gap. Post-conflict health research has generally
prioritized communicable disease, humanitarian response and physical reconstruction, giving less
attention to noncommunicable diseases (NCDs) and chronic care (Roberts, Patel and McKee,
2012). Yet chronic diseases coexist with the long-term effects of conflict, weak governance and
underdeveloped primary care. Studying the institutionalization of cardiovascular disease (CVD)
prevention in Bosnia and Herzegovina (BiH) therefore connects two bodies of literature that are
rarely integrated: post-conflict institutional reconstruction and the routine organization of
chronic-disease prevention.

BiH is particularly useful for this purpose because high prevention needs coexist with a
fragmented post-Dayton health system. The country comprises the Federation of Bosnia and
Herzegovina (FBiH), Republika Srpska (RS) and Bréko District, while FBiH is further divided
into ten cantons. This structure includes 14 ministries or departments responsible for health and 13
health insurance funds, with separate health-care and insurance legislation across jurisdictions
(Litvinova et al., 2025). Governance and resource pooling are more centralized at entity level in
RS, whereas FBiH relies heavily on cantonal planning and financing, with limited redistribution
between funds (Litvinova et al., 2025). These asymmetries affect coordination, equitable access,
harmonization of standards and the capacity to routinize prevention. They also permit comparison
of how similar international reform ideas are mediated by different governance arrangements
within one country.

BiH's family-medicine reforms provide an earlier example of this process. Family medicine
became a major element of post-war restructuring, intended to replace fragmented, specialist- and
hospital-oriented care with first-contact, continuous and more cost-effective primary health care
(PHC) (World Bank, 2005). Reform included professional training, formal recognition of family
medicine, team-based organization, service standards and experiments with contracting and
capitation. This created a potential institutional platform for prevention and chronic care.
However, coverage remained incomplete, pilot sites continued to matter and older service
structures coexisted with the new model (World Bank, 2005). Reform was therefore formally
embedded in several domains without becoming uniformly routinized.

Atun et al. (2007) similarly show that PHC reform did not spread through simple replication. Its
uptake depended on interactions among the innovation, adopters and context, including
fragmented governance, administrative capacity, professional interests, communication and local
adaptation. International actors such as the World Bank and WHO helped initiate reform, but
external sponsorship alone could not guarantee institutionalization. Innovations had to be
assimilated into domestic organizations and professional practice. Diffusion, pilot success and
durable institutional embedding are therefore analytically distinct (Atun et al., 2007).

WHO's involvement in BiH's NCD agenda illustrates both the possibilities and limits of this
process. Its support connected NCD prevention with PHC development, governance,
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capacity-building, quality improvement and monitoring (World Health Organization Regional
Office for Europe, 2018). The cardiovascular risk assessment and management (CVRAM)
programme was delivered through family-medicine practices using standardized protocols,
training, indicators and quality-assurance arrangements. However, some CVRAM indicators were
not routinely collected through ordinary information systems, suggesting that programme elements
had entered domestic structures without being fully routinized (World Health Organization
Regional Office for Europe, 2018). External involvement has continued: in 2022, the EU
announced a €10 million initiative, implemented with UNICEF, WHO and the World Bank, to
strengthen preventive and primary care (European External Action Service, 2022). BiH thus
remains a contemporary site where sustained international support and incomplete domestic
institutionalization coexist.

Taken together, the literature identifies BiH as an analytically valuable case combining
post-conflict reconstruction, asymmetrical governance, fragmented financing, hospital-centred
legacies and long-term donor involvement (Litvinova et al., 2025; Atun et al., 2007; Witter, 2012).
Bosnia-specific studies document the health system, family-medicine reform and donor-supported
programmes, but do not systematically compare how internationally endorsed PHC-based CVD
prevention is embedded across the country's different governance settings. This thesis addresses
that gap by treating FBiH and RS as a comparative institutional space in which the same
prevention model may be translated into different mandates, financing arrangements, service
pathways and monitoring systems.

2.5 Research gap

Existing research establishes that international CVD prevention increasingly follows a PHC-based
model centred on risk assessment, long-term management, standardized protocols and monitoring.
Policy translation scholarship further shows that international models are selectively adapted
across contexts, while health-systems and post-conflict research demonstrates that
institutionalization is shaped by governance, financing, organizational capacity, donor
involvement and coordination. However, these literatures remain weakly connected. CVD research
generally emphasizes clinical guidance, whereas Bosnia-specific studies mainly describe the
health system or individual reform episodes, particularly family-medicine reform. Consequently,
limited attention has been paid to how internationally endorsed PHC-based CVD prevention
becomes embedded in routine institutional arrangements in Bosnia and Herzegovina, including
formal mandates, financing and purchasing, service pathways, and monitoring systems.
Comparative differences between FBiH and RS are especially underexamined.

This thesis addresses this gap by combining policy translation with a health policy and systems
approach to institutional embedding. Rather than asking only whether international prevention
models have been adopted, it examines how they are translated into governance mandates,
financing arrangements, PHC service pathways and monitoring systems, and why
institutionalization differs between FBiH and RS. The study thereby links international
frameworks to routine institutional arrangements, introduces a within-country comparison of
contrasting governance and pooling structures, and extends post-conflict health-systems research
by treating chronic-disease prevention as a problem of institutional design, coordination and
long-term routinization.

3. Theoretical and analytical framework

This thesis combines policy translation with a health policy and systems approach to institutional
embedding. Policy translation explains how internationally endorsed CVD prevention models are
reinterpreted as they enter Bosnia and Herzegovina (BiH); institutional embedding assesses
whether translated elements become part of routine governance, financing, service delivery and
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monitoring. The framework therefore distinguishes the movement and transformation of policy
ideas from their incorporation into domestic institutions.

3.1 Policy translation

Policy transfer literature shows that policies, institutions, administrative practices and ideas may
move between settings through copying, emulation, combination or inspiration (Dolowitz and
Marsh, 2000). However, transfer alone can imply an overly linear movement of stable models.
Translation instead treats policy movement as reinterpretation, reformulation and
recontextualization: policies are edited and reassembled as they pass through different political
and institutional settings (Freeman, 2009; Lendvai and Stubbs, 2007). This lens is appropriate for
BiH, where WHO- and ESC-endorsed models encounter a fragmented post-conflict system with
multiple decision-making centres and uneven coordination capacity (Litvinova et al., 2025). The
analysis therefore asks how international prevention models are selectively adapted and mediated,
rather than whether they are reproduced exactly.

3.2 Institutional embedding

Translation does not itself establish whether adapted models become routine. Health policy and
systems research emphasizes that implementation is shaped by actors, context, institutions,
organizational capacity and incentives, rather than being the automatic execution of policy
decisions (Walt and Gilson, 1994; Buse et al., 2023). Institutional embedding is therefore defined
here as the incorporation of PHC-based CVD prevention into ordinary rules and routines,
including formal mandates, financing and purchasing, service pathways, organizational
responsibilities, and monitoring and reporting. Adoption in a strategy or donor project does not by
itself demonstrate embedding.

Linking these concepts allows translated content and institutional durability to be examined
separately. A prevention model may be substantially adapted but strongly embedded, while other
elements may remain project-based or be omitted. WHO and ESC frameworks are consequently
used as benchmarking references, not as fixed templates against which literal compliance is
expected. The comparison between FBiH and RS is analytically useful because the entities share a
broad state and international environment but differ in governance centralization, resource pooling
and coordination arrangements.

3.3 Operationalization

The documentary analysis is organized around four dimensions:

a. Governance and mandates: allocation of responsibility for coordination,
implementation, oversight and accountability among ministries, public health
institutes, insurance funds and providers.

b. Financing and purchasing: benefit entitlements, funding arrangements, provider
payment and purchasing incentives for risk assessment, follow-up and long-term
management.

c. Service delivery pathways: the role of PHC in risk assessment and management,
together with referral, follow-up and continuity of care.

d. Monitoring and reporting: indicators, registries, reporting obligations, quality
assurance and routine data collection.
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These dimensions structure the comparison of FBiH and RS. Detailed coding criteria, evidence
rules and methodological limitations are specified in the methodology chapter.

3.4 Analytical expectations

The framework sensitizes the analysis to three possible patterns: selective translation rather than
uniform replication; stronger embedding where prevention is supported by routine institutional
instruments; and variation between FBiH and RS in relation to their different institutional
arrangements.

Together, policy translation and institutional embedding provide a framework for tracing how
international PHC-based CVD prevention models are reworked and incorporated into the
institutional arrangements of FBiH and RS.

4. Methodology

This thesis adopts a qualitative, desk-based case study (Yin, 2018) design to examine how
internationally endorsed PHC-based CVD prevention is translated into domestic institutional
arrangements in BiH. The study is concerned not with the clinical effectiveness of prevention
interventions or with population-level health outcomes, but with the institutional organization of
prevention: how responsibilities are allocated, how prevention is financed and purchased, through
which service pathways it is delivered, what medicines and technologies are formally authorized,
covered or supported, and how it is monitored and reported. The methodological design therefore
focuses on the structured analysis of policy documents, institutional documents, pharmaceutical
and reimbursement-related documents, and programme materials. In this sense, document analysis
is used as the main qualitative method for examining official and organizational texts (Bowen,
2009), while qualitative content analysis informs the systematic coding and categorization of the
material (Schreier, 2012). The existence of a formal law, policy, tariff, medicine list or reporting
requirement is treated as evidence of institutional authorization or formal embedding, but not by
itself as proof of complete implementation, service quality, population coverage or health impact.

4.1 Research design

The study uses an embedded within-country comparative case study design. Bosnia and
Herzegovina constitutes the overall case, while the FBiH and RS are treated as embedded units of
analysis. This design is analytically appropriate because the two entities share a common post-war
state framework and broad international policy environment, while differing substantially in
governance centralization, pooling arrangements, coordination capacity and implementation
structures. The comparison therefore allows the analysis to examine how similar internationally
promoted prevention models may be translated and embedded differently under varying domestic
institutional conditions.

A within-country comparison is preferable here to a multi-country design for two reasons. First, it
allows the study to hold constant a number of broader contextual factors, including the
post-Dayton political settlement, the country’s post-conflict trajectory and exposure to many of the
same international actors and reform ideas. Second, it makes it possible to focus more closely on
institutional variation within a common national setting, especially the contrast between the more
centralized governance and pooling structures in RS and the more fragmented and decentralized
arrangements in FBiH. This provides a structured basis for comparing documented patterns of
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institutional embedding within a shared national context. The comparison does not by itself
establish that differences in governance structure caused the observed institutional patterns.

4.2 Unit of analysis

The substantive unit of analysis is the institutional arrangement through which PHC-based CVD
prevention, risk assessment and long-term management are organized in FBiH and RS.
Operationally, the analysis is divided into 14 comparison units nested within four analytical
domains.

The governance and mandates domain comprises: mandates, responsible actors and accountability
(G1); framework adaptation and authorization (G2); and implementation governance, coordination
and continuity (G3). The financing, purchasing and entitlements domain comprises: coverage,
pooling and financial protection (F1); purchasing, contracts, provider payment and tariffs (F2);
benefits, medicines and service entitlements (F3); and budget sustainability and resource
alignment (F4). The service delivery and resources domain comprises: PHC platform, access and
gatekeeping (S1); risk assessment, protocols and long-term management (S2); prevention, health
promotion and risk-factor services (S3); and workforce, training and delivery capacity (S4). The
monitoring and reporting domain comprises: information systems, records and reporting duties
(M1); indicators and routine service or population measurement (M2); and monitoring, evaluation,
audit and feedback (M3).

Each comparison unit is assessed separately for FBiH and RS, producing 28 entity-specific
profiles. The study examines documented formal arrangements, partial institutional development,
explicitly evidenced implementation gaps and project-based activities. Where the locked evidence
does not support a firm entity-specific judgement, the profile is left unassigned. Such cases are not
interpreted as evidence that the relevant arrangement does not exist.

The study does not assess clinical effectiveness or estimate causal effects on mortality, morbidity
or cardiovascular risk factors. It examines how PHC-based CVD prevention is institutionally
represented, authorized, financed, organized and monitored in the available documentary record.

4.3 Data and sources

The empirical material consisted of a purposively assembled and subsequently locked corpus of
publicly available documents. The final corpus comprised 48 included documents, while three
were recorded as excluded with reasons. The empirical emphasis was placed on the period
2005-2026, allowing the study to examine developments in family medicine, PHC organization
and NCD/CVD prevention. Earlier theoretical and historical sources were retained where
necessary to establish the conceptual framework or clarify the longer institutional trajectory.

The corpus includes several categories of documents. First, it includes state- and entity-level laws,
bylaws and regulations relating to health care, health insurance, public health and primary care.
Selected canton-relevant documents were retained only where they contributed to understanding
the institutional context of FBiH; cantons were not treated as separate comparative cases. Second,
it includes strategy documents, action plans and official policy documents relating to
noncommunicable diseases, cardiovascular disease prevention, PHC reform and health sector
development. Third, it includes health system reviews and institutional analyses produced by
organizations such as the WHO Regional Office for Europe, the European Observatory on Health
Systems and Policies, the World Bank and other relevant bodies. Fourth, it includes programme
and project documents, especially those concerning family medicine reform, cardiovascular risk
assessment and management, and WHO or donor-supported prevention initiatives.

Fifth, and importantly for this study, the corpus includes pharmaceutical and entitlement-related
documents, such as essential medicines lists, reimbursement drug lists, benefit package
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descriptions, prescribing rules, pharmaceutical policy documents, and other materials relevant to
medicine coverage and access. These documents are analytically important because PHC-based
CVD prevention depends not only on service pathways and risk assessment tools, but also on
whether prevention-related medicines and technologies are formally incorporated into entitlement,
reimbursement and supply arrangements. The inclusion of these materials therefore makes it
possible to assess whether the access to essential medicines and technologies emphasized in
international prevention frameworks has been translated into domestic institutional rules. Formal
inclusion in a medicine list, reimbursement list, benefit package or service schedule was treated as
evidence of institutional authorization or entitlement. It was not treated as proof that the medicine
or technology was consistently available, affordable, prescribed, dispensed or used in PHC
practice.

Sixth, the corpus includes quality assurance and information-system-related documents, such as
accreditation standards, quality indicator manuals, registry-related materials, annual health
statistics and supervision or reporting documents. Seventh, it includes international guidance
documents, particularly WHO and ESC frameworks, which are used primarily as a benchmarking
reference rather than as direct empirical evidence of domestic arrangements. Benchmark,
theoretical and general contextual documents were kept analytically separate from entity-specific
domestic evidence. They were not used directly to assign an Embedding level to either FBiH or
RS.

These documents were selected because they provide traceable evidence of the institutional
location of prevention: who is responsible, how prevention is financed, what medicines and
services are formally supported, where it is delivered, and how implementation is monitored. The
study relies exclusively on publicly available materials, which makes a desk-based design feasible
and appropriate.

4.4 Sampling strategy and inclusion criteria

The document corpus is assembled through purposive sampling. Documents are included on the
basis of three main criteria: relevance, authority and evidentiary value. Relevance refers to
whether a document addresses PHC-based prevention, cardiovascular risk assessment and
management, NCD prevention, health system governance, financing or service organization in
Bosnia and Herzegovina. Authority refers to the institutional standing of the source, with
preference given to official laws, governmental strategies, institutional reports, major health
system analyses, reimbursement and pharmaceutical policy documents, and materials produced by
recognized international organizations or peer-reviewed academic sources. Evidentiary value
refers to the extent to which the document provides concrete and traceable information relevant to
one or more of the analytical dimensions used in the study.

Documents were identified through targeted searches of official institutional websites and
repositories, international-organization websites and academic publication platforms. Candidate
documents were screened against the predefined inclusion criteria and recorded in the Document
Corpus Register. Document identity, publication year, institutional source, jurisdiction, document
type, inclusion status and exclusion reasons were recorded before the corpus was locked. The
search was targeted and purposive rather than a systematic-review search intended to identify
every publication on the topic.

Documents are excluded where they focus only on clinical efficacy without relevance to
institutional arrangements, where they discuss Bosnia and Herzegovina only in passing, or where
they provide background commentary without traceable evidence for governance, financing,
medicine access, service delivery or monitoring arrangements. Materials are also treated
differently depending on their function. International guidance documents such as WHO HEARTS
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or ESC prevention guidelines are not analysed as evidence of what exists in Bosnia and
Herzegovina, but rather as benchmarks against which domestic arrangements can be compared.

4.5 Analytical strategy

The study used structured qualitative document analysis organized through a controlled and
auditable evidence workflow. The analysis was guided by the policy translation and institutional
embedding framework, but all entity-specific findings were required to remain traceable to the
locked documentary evidence.

First, all candidate documents were recorded in a Document Corpus Register and assessed against
the inclusion and exclusion criteria. Each included document received a stable Document ID. The
corpus was then locked before the final evidence synthesis.

Second, relevant evidence was extracted into a structured Evidence Matrix. Each evidence record
received a unique Evidence ID and recorded the source Document ID, PDF page number, evidence
summary, entity attribution, analytical domain, translation relevance, preliminary embedding
relevance and necessary caveats. The final verified matrix contained 116 evidence records.
BiH-wide, benchmark, theoretical, historical and entity-specific evidence was distinguished to
prevent inappropriate attribution.

Third, a document-by-document Verification Audit was conducted. Extracted records were
checked against the original document and PDF page for source accuracy, evidence summary,
entity attribution, analytical domain, translation classification, embedding relevance and caveat.
Audit decisions were recorded as Confirmed, Corrected, Added or Removed. The verification logs
were subsequently reconciled with the original Evidence Matrix through a controlled Table 2
update.

Fourth, evidence was organized into four analytical domains and 14 comparison units. Candidate
entity syntheses were produced separately for FBiH and RS. Evidence was not counted by
document frequency or combined through numerical averaging. Overlapping or repeated claims
were treated as corroboration rather than as independent observations.

Evidence was prioritized according to its institutional authority and operational relevance. Priority
1 evidence consisted of binding or mandatory operational instruments, including laws, tariffs,
price lists and mandatory medicine or service lists. Priority 2 consisted of official administrative
and routine evidence, including audits, execution records, routine statistics and official
institutional reports. Priority 3 consisted of strategies, plans, programme and project materials.
Priority 4 consisted of supporting, historical, theoretical and secondary sources used primarily for
context, trajectory or corroboration. Within the same priority category, entity specificity, direct
relevance to PHC-CVD and temporal applicability were considered. The most recent source was
not automatically treated as controlling where an older instrument remained the applicable or
specifically selected version.

Translation and institutional embedding were assessed separately. Translation labels were assigned
only where directly supported by eligible Evidence IDs. The synthesis used the categories
Adaptation, Adaptation with documented gap, Omission or gap documented, Mixed, and Not
assigned. Adoption was not assigned by default and would require explicit evidence that an
international model element had been incorporated with limited substantive change. No separate
Adoption judgement was made where such evidence was unavailable. A Mixed classification
required separate eligible evidence of an adapted or formal mechanism and a documented
implementation or monitoring gap within the same comparison unit. Failure to identify evidence
was not classified as Omission.

Institutional embedding was assessed using an ordinal framework. Level 0 was assigned only
where the evidence explicitly supported a project, pilot or recommendation stage, or documented
the absence of routine institutional support. Level 1 represented an approved strategy, guidance,
formal plan, partial instrument or planned or limited routine arrangement without sufficient
evidence of full routinization. Level 2 required directly attributable routine or mandatory support,
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such as a legal mandate, purchasing mechanism, tariff, medicine or service list, benefit
entitlement, mandatory reporting requirement or other routine institutional mechanism. Where a
formal routine instrument coexisted with a documented implementation gap, both were reported
rather than automatically downgrading or suppressing either element.

Row-level embedding codes were treated as analytical inputs rather than scores to be averaged.
The final entity profile was based on the strongest directly applicable evidence for the same
institutional construct, qualified by any relevant implementation evidence and caveats. Benchmark
and theoretical evidence could inform the analytical framework but could not directly determine
entity-level Embedding.

Finally, the 14 comparison units were reconciled across all synthesis audit batches. This produced
28 entity profiles, consisting of one FBiH and one RS profile for each comparison unit. Where no
entity-specific evidence was identified, the following controlled interpretation was applied: “No
entity-specific evidence was identified in the locked Table 2 for this comparison unit; this does not
establish non-existence.”

4.6 Credibility and limitations

The credibility of the study was strengthened through source triangulation, page-level traceability
and repeated verification. Legal and operational documents were compared with strategies, official
reports, routine statistics, audits, programme materials and secondary system analyses. Each
substantive claim remained traceable through a Document ID, Evidence ID and PDF page
reference. The document-by-document Verification Audits, controlled reconciliation of corrections
and additions, cross-batch synthesis audit and final master reconciliation created an explicit audit
trail from the original document to the final comparative profile. Duplicate evidence, shared
BiH-wide evidence and conflicts between different source types were reviewed explicitly rather
than resolved through document counting.

The study has several limitations. First, documentary evidence can identify formal arrangements
and documented implementation activities but cannot directly observe everyday practice, informal
workarounds, provider behaviour or patient experience. Formal authorization therefore does not
necessarily demonstrate complete or consistent implementation.

Second, publicly available documentation is uneven across jurisdictions, institutions, years and
analytical domains. Failure to retrieve an entity-specific document was not interpreted as evidence
that the corresponding arrangement did not exist. BiH-wide evidence was not automatically
attributed to either FBiH or RS where the entity components could not be separated.

Third, the corpus includes documents with different temporal and legal functions. Historical
evidence was used to clarify institutional trajectory but not to establish current status unless
corroborated by more recent applicable evidence. Legal and regulatory documents were analysed
in the specific versions included in the locked corpus; the study does not claim to reconstruct a
fully consolidated account of all legislation in force on the document cut-off date.

Fourth, medicine lists, tariffs, benefit schedules and formal service instruments demonstrate
authorization, entitlement or institutional design, but not actual availability, affordability,
utilization, service quality or population coverage. Routine activity counts likewise do not
establish the quality or completeness of PHC-CVD delivery.

Fifth, the desk-based comparative design identifies documented institutional patterns and
differences but cannot establish that governance or financing structures caused the observed
differences. No canton-level mini-case was conducted.
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4.7 Ethics and Conclusion

The study involves no human participants, no interviews and no use of personal data. It relies
exclusively on publicly available documents and therefore presents low ethical risk. Nevertheless,
the topic is politically sensitive because it concerns governance fragmentation, post-conflict
institutional arrangements and variation across entities within BiH. For this reason, the study used
careful, non-stigmatizing language and to represent institutional differences analytically rather
than normatively. Claims are grounded in traceable evidence wherever possible, and uncertainty is
made explicit where documentation is incomplete or ambiguous.

This methodology was designed to examine whether and how internationally endorsed PHC-based
CVD prevention was translated into documented institutional arrangements in Bosnia and
Herzegovina and how the resulting patterns differed between FBiH and RS. The qualitative
embedded case study enabled a structured comparison of governance mandates, financing and
purchasing arrangements, benefits and medicine entitlements, service-delivery pathways,
workforce capacity and monitoring systems. The locked corpus, verified Evidence Matrix and
controlled synthesis process maintained traceability between source documents, Evidence IDs and
final entity profiles. The methodology therefore supports an evidence-bounded comparison of
policy translation and institutional embedding without treating missing documentation as
institutional absence or making causal claims that exceed the documentary evidence.

5. Findings and Comparative Analysis

5.1 Introduction to the findings

This chapter presents the findings from the qualitative document analysis. The analysis is based on
the final locked corpus of 48 included documents and the 116 verified evidence records in the
Evidence Matrix. The purpose of this chapter is to show how PHC-based CVD prevention is
formally organized and supported in FBiH and RS. The focus is on the institutional arrangements
that could be confirmed from the available documents. The existence of a law, policy, tariff,
medicine list or reporting requirement is not treated by itself as proof of full implementation in
everyday practice.

The findings are organized into four analytical domains: governance and mandates; financing,
purchasing and entitlements; service delivery and resources; and monitoring and reporting. These
four domains contain 14 comparison units. Within each unit, the evidence for FBiH is presented
first, followed by the evidence for RS and a short comparison between the two entities. The
Translation and Embedding classifications follow the rules explained in the methodology chapter.

Different types of evidence were considered according to their institutional authority and
relevance to PHC-CVD. Binding laws and operational instruments were given greater weight than
strategies, programme documents or general contextual sources. International guidelines and
theoretical documents were used as reference points, but were not used as direct evidence of
institutional arrangements in either entity. Evidence IDs were retained to maintain traceability to
the Evidence Matrix and the original documents.

Where the locked evidence did not support a firm entity-specific conclusion, the profile was left
unassigned. This means that the available documents were not sufficient for a clear judgement. It
does not mean that the relevant policy or institutional arrangement does not exist. A shortened
version of the comparative synthesis is presented in this chapter, while the complete version of
Table 3, including Evidence IDs and detailed caveats, is provided in Appendix.
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5.2 Governance and mandates: G1-G3

This section examines how responsibility for PHC-based CVD prevention is formally assigned in
FBiH and RS. It covers three comparison units: mandates and responsible actors; framework
adaptation and authorization; and implementation governance, coordination and continuity. The
first unit focuses on whether laws and other institutional documents assign preventive
responsibilities to PHC organizations and identify the actors responsible for these arrangements.

5.2.1 Mandates, Responsible Actors and Accountability (G1)

In FBiH, the reviewed Health Care Law provides a broad legal basis for prevention and NCD risk
management at the PHC level. Articles 33 and 34 include family medicine, monitoring of
population health, disease prevention and treatment, and the detection and control of risk factors
for major noncommunicable diseases within PHC. The law also states that PHC activities are
organized through team-based work (Federation of Bosnia and Herzegovina, 2010, Articles
33-34). This gives PHC a formal role in prevention and supports an Embedding level of 2. The
Translation pattern is classified as Adaptation because the general international focus on
prevention and risk management is expressed through the existing FBiH PHC structure.

A WHO policy-dialogue report provides supporting evidence that some preventive services in
FBiH were delivered at the PHC level. It also places these functions within the wider multi-level
public health structure of FBiH (WHO Regional Office for Europe, 2018, p. 5). However, this
report is a secondary description and does not replace the legal evidence. It also does not confirm
how consistently these preventive responsibilities were implemented in practice.

In RS, the reviewed laws provide a more detailed division of responsibility for annual NCD
prevention programmes. The Law on Mandatory Health Insurance includes health promotion and
disease prevention within insured health-care benefits and connects access to PHC with registered
family-medicine, paediatric or gynaecology teams (Republika Srpska, 2022b, Articles 27 and 29).
Article 30 also establishes a procedure for annual programmes for the prevention and early
detection of major NCDs. Under this procedure, the Institute of Public Health proposes the
programme, the minister adopts it after receiving the opinion of the Health Insurance Fund Board,
and contracted health institutions are responsible for implementation. The law also identifies the
Republic budget, the Fund, donations and other sources as possible financing channels (Republika
Srpska, 2022b, Article 30).

The RS Health Care Law provides related support by establishing an annual programme
mechanism for the prevention and early detection of major NCDs and by confirming access to
family medicine (Republika Srpska, 2022a, Articles 34-35). An earlier state report also described
the RS family-medicine outpatient clinic as having functions in health promotion, disease
prevention and early detection (Bosnia and Herzegovina, 2012, p. 16). This earlier evidence is
used only as historical support because the two 2022 laws provide stronger and more recent legal
evidence.

Overall, both entities show formal institutional support for preventive responsibilities within PHC,
and both are classified at Embedding level 2 for G1. The FBiH evidence mainly establishes a
broad PHC mandate for prevention, NCD risk-factor control and team-based delivery. The RS
evidence also identifies an annual programme process, responsible institutions and possible
financing sources. This difference concerns the level of detail found in the reviewed legal
documents and does not show that prevention was implemented more effectively in one entity. The
RS provisions do not confirm that a CVD-specific annual programme was adopted, funded,
implemented or monitored in a particular year. The findings also refer only to the reviewed base
versions of the laws and do not reconstruct all later amendments.
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5.2.2 Framework Adaptation and Authorization (G2)

In FBiH, the evidence suggests that the adaptation of international CVD-prevention frameworks
was partly at the planning stage. A 2023 article reported that the Institute for Public Health of
FBiH, together with relevant institutions and professional associations, planned to update the
existing CVD guides according to the recent guidance of the European Society of Cardiology and
the World Heart Federation. However, the source describes a planned update and a
recommendation. It does not confirm that the update was completed, formally approved or
implemented in PHC practice (Ramic-Catak et al., 2023, p. 92).

A separate health-system review reported that the FBiH Action Plan for the Prevention and
Control of Non-Communicable Diseases 2019-2025 was modelled on the WHO European action
plan. The plan also aimed to expand cardiovascular risk assessment and management (CVRAM)
to the entity population (Winkelmann, Litvinova and Rebac, 2022, p. 18). This provides evidence
of adaptation of an international framework into an entity-level plan. Nevertheless, the available
evidence mainly describes the intention of the plan and does not confirm its full implementation,
funding or routine operation. For this reason, the translation status for FBiH was classified as
Adaptation (planned/recommended), while an Embedding level was not assigned.

For RS, the same health-system review reported that its NCD Action Plan 2019-2026 was also
modelled on the WHO European action plan and aimed to expand CVRAM to the entity
population (Winkelmann, Litvinova and Rebac, 2022, p. 18). However, the locked evidence
mapping contained no separate RS-direct evidence row for G2 that could independently confirm
the authorization process, implementation arrangements or routine operation of the plan. The
evidence therefore supports a shared indication of Adaptation, but an Embedding level was not
assigned for RS.

Overall, both entities showed some documented translation of international frameworks into
entity-level plans or proposed guidance. However, the available evidence does not allow a firm
comparison of formal authorization or institutional embedding between FBiH and RS. No entity
difference was therefore assigned for this unit. The lack of direct evidence should not be
interpreted as proof that authorization or implementation did not exist.

5.2.3 Implementation Governance, Coordination and Continuity

In FBiH, the evidence shows that an NCD action plan and a PHC-based cardiovascular risk
assessment and management programme were developed, but important
implementation-governance gaps remained. The FBiH investment case reported that the goals of
the NCD Action Plan 2019-2025 were general and that goals specific to the entity were lacking. It
also stated that there was limited capacity to monitor the effectiveness of the programmes (United
Nations Interagency Task Force on NCDs and World Health Organization, 2026a, p. 11).

The same report stated that CVRAM had provided approximately 70% of the FBiH population
with access to standardised, evidence-based preventive CVD services through PHC by 2019.
However, the programme ended in 2019 and its longer-term impact and sustainability remained
unclear (United Nations Interagency Task Force on NCDs and World Health Organization, 2026a,
p. 11). This means that adaptation and considerable programme reach were documented, but the
available evidence did not confirm a continuing institutional mechanism after the project period.
FBiH was therefore classified as Embedding level 0 and Adaptation with documented gap for this
unit.

A similar pattern was identified in RS. The RS investment case reported that its NCD action plan
contained goals across management, prevention, health-system strengthening, monitoring and
evaluation. However, these goals were described as general rather than specific or detailed. The
report also identified limited capacity to monitor programme effectiveness. By 2019, the CVRAM
programme was reported to provide approximately 64% of the population with access to
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standardised preventive CVD services through primary care (United Nations Interagency Task
Force on NCDs and World Health Organization, 2026b, p. 11). This documents programme
adaptation and reach, but does not confirm a complete accountability or continuity mechanism
beyond the programme level. RS was therefore also classified as Embedding level 0 and
Adaptation with documented gap.

Overall, both entities had action plans and had extended CVRAM through PHC, but the evidence
identified weaknesses in policy specificity and monitoring capacity. FBiH evidence also explicitly
identified uncertainty about sustainability after the programme ended, while the RS evidence
reported programme reach without confirming its longer-term continuity. These differences should
not be used to rank the two entities because the reports do not provide fully comparable evidence
about implementation quality, service use or health outcomes.

5.3 Financing, purchasing and entitlements: F1-F4

This section examines whether the financing arrangements in FBiH and RS support access to
PHC-based CVD prevention. It covers insurance coverage and pooling, purchasing and provider
payment, benefit and medicine entitlements, and the longer-term alignment of financial resources.

5.3.1 Coverage, Pooling and Financial Protection (F1)

FBiH has formal health-insurance and resource-pooling arrangements, but the system remains
divided between different cantonal funds. Contributions are mainly collected and pooled at the
cantonal level. Approximately 10% of cantonal revenues are pooled across cantons through the
Health Insurance and Reinsurance Fund of FBiH. However, the available redistribution is limited,
and differences between cantonal funds can affect the equitable allocation of resources and access
to services (Litvinova et al., 2025, p. 9).

This fragmentation is not a new issue. An earlier financing study described 13 insurance funds in
Bosnia and Herzegovina, including ten cantonal funds and the Federal Solidarity Fund in FBiH. It
also found that the small pools and limited redistribution contributed to geographic differences in
access and financial protection (Kutzin et al., 2010, pp. 134—135). This historical evidence shows
the development of the system, but it cannot confirm the current contribution shares or current
PHC-CVD spending.

Insurance coverage in FBiH was estimated at around 87% in 2020, although coverage differed
between cantons (Winkelmann, Litvinova and Rebac, 2022, pp. 7-8). The FBiH investment case
also stated that the remaining uninsured population made systematic case finding more difficult.
This may create a gap between the estimated number of people with NCDs and the number
receiving treatment (United Nations Interagency Task Force on NCDs and World Health
Organization, 2026a, p. 10). In addition, outpatient PHC services could be subject to fixed
co-payments, which may create another financial barrier for some patients (Winkelmann,
Litvinova and Rebac, 2022, p. 9).

RS has a more centralised pooling arrangement. Health-insurance contributions are pooled at
entity level and budgets are allocated to providers mainly through contracts (Litvinova et al., 2025,
p. 9). This provides a formal structure for financing PHC services. However, insurance coverage
was estimated at around 74% in 2020 (Winkelmann, Litvinova and Rebac, 2022, p. 7). The RS
investment case similarly reported that around one quarter of people registered with PHC
providers were uninsured in 2020. This limited the possibility of systematic NCD case finding,
even when people were registered with a PHC provider (United Nations Interagency Task Force
on NCDs and World Health Organization, 2026b, p. 10).

The comparison therefore shows different pooling structures. FBiH uses mainly cantonal pools
with limited redistribution, while RS uses a more centralised entity-level pool. However, both
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entities had documented insurance-coverage gaps that could reduce access to PHC prevention and
case finding. Both were classified as Embedding level 2 with a documented implementation gap,
and the translation pattern was classified as Mixed: Adaptation with a documented coverage gap.
The 2020 coverage figures should not be used to claim that one system performed better because
later entitlement changes, registration patterns and population estimates may affect the figures.

5.3.2 Purchasing, Provider payment and Tariffs (F2)

In FBiH, the legal framework allows health institutions to receive funding through public budgets,
health insurance funds and contracts with the responsible funds and ministries. This provides a
general legal route for purchasing health services, although the law does not create a specific
payment arrangement for PHC-based CVD prevention (Federation of Bosnia and Herzegovina,
2010, p. 20).

More detailed information is found in the 2026 FBiH health-services tariff. The tariff includes
general PHC examinations and individual or group health counselling. It also includes separate
items for ECG recording and ECG interpretation. In the PHC laboratory section, glucose and total
cholesterol tests are listed as priced services (FBiH Health Insurance and Reinsurance Fund, 2026,
pp. 45, 98). These services may support separate parts of CVD risk assessment and management.
However, the tariff does not identify a complete multivariable CVD-risk assessment as one PHC
service. Therefore, it cannot be assumed that the listed services are always combined into a
standard CVD prevention pathway.

In RS, the Law on Mandatory Health Insurance gives the Health Insurance Fund authority to adopt
the nomenclature and prices of health services, contract with health institutions and monitor the
implementation of these contracts (Republika Srpska, 2022, p. 9). This establishes a formal
purchasing chain. An audit of the RS Health Insurance Fund also reported that PHC was financed
through fixed annual budgets. Monthly invoices were generally calculated as one-twelfth of the
annual contracted amount, rather than being based on the quantity and value of services actually
provided during that month (Main Audit Service of the Public Sector of Republika Srpska, 2025,
document p. 14/PDF p. 18). This confirms the routine use of provider contracts, but it does not
show whether the payment method increased or reduced the delivery of CVD prevention services.

The January 2026 RS price list gives more detailed information on specific PHC services. It
contains first and follow-up family-medicine examinations, ECG, repeat prescribing and home
visits. It also contains a separately named service for the screening and early detection of
cardiovascular risk, with a listed price of 50.00. The laboratory section includes glucose, total
cholesterol and a lipid-status panel covering triglycerides, total cholesterol, HDL and LDL (Health
Insurance Fund of Republika Srpska, 2026, pp. 1, 3). These entries show that CVD-risk screening
and several related tests are formally recognised within the purchasing system. Still, the price list
does not provide information about how often these services were delivered, their population
coverage or their quality.

An earlier World Bank review reported the use of per-capita PHC payment and some
prevention-related payment elements during the family-medicine reforms in RS (World Bank,
2005, p. 13). This is useful as historical background, but it cannot be treated as evidence of the
current payment system.

Overall, both entities have formal purchasing and tariff instruments that can support PHC-based
CVD prevention. The RS price list is more explicit because it names cardiovascular-risk screening
as a separate service, while the identified FBiH tariff mainly lists the individual components of
assessment. This difference should not be interpreted as proof that RS has stronger implementation
or better service delivery. For both entities, purchasing and tariff embedding was classified as
formal (Embedding Level 2), and the translation pattern was classified as adaptation through
formal and operational instruments. Evidence about provider response, actual service volumes,
patient access, quality and CVD outcomes was not identified in the reviewed documents.
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5.3.3 Benefits, Medicines and Service Entitlements (F3)

In FBiH, the 2024 medicine-list decision establishes a formal structure for outpatient medicine
entitlements. The Federal A list must be included in the positive medicine list of every canton,
with 100 per cent participation by the cantonal health insurance fund. The Federal B list is
optional and may be included when the canton has sufficient financial resources. Cantons were
required to align their positive lists with the federal list within 60 days (Government of the
Federation of Bosnia and Herzegovina, 2024, p. 7).

The mandatory A list includes several medicines relevant to the prevention and long-term
management of CVD. These include beta-blockers, calcium-channel blockers, ACE inhibitors and
their combinations, angiotensin-receptor blockers and simvastatin. The optional B list includes
some additional lipid-lowering medicines and combination antihypertensive products
(Government of the Federation of Bosnia and Herzegovina, 2024, pp. 12—14, 20-21). The list
therefore provides a formal entitlement framework for several essential outpatient CVD
medicines.

However, the difference between the A and B lists is important. Medicines on the A list form the
mandatory minimum, while medicines on the B list do not represent uniform entitlement across all
cantons. The evidence also does not confirm that every canton completed the required alignment.
Formal list inclusion does not show whether medicines were always available in pharmacies,
regularly prescribed or affordable in practice. It also does not provide information about patient
adherence or treatment outcomes.

In RS, the 2022 Law on Mandatory Health Insurance establishes the legal governance of medicine
lists. The law separates prescription medicines from medicines used within family-medicine
ambulantas and health centres, hospital medicines and medicines financed through special
programmes. The Health Insurance Fund finances prescription medicines and specified
programme medicines. The Fund Board, with the consent of the responsible ministry, has authority
over the content and amendment of the medicine lists (Republika Srpska, 2022b, p. 7).

This provides a formal mechanism for managing outpatient medicine entitlements in RS.
However, the reviewed evidence does not identify the content of the current RS outpatient
medicine list. It therefore cannot confirm which specific CVD medicines were covered, the
conditions attached to reimbursement or whether the medicines were available to patients. The
absence of current list-content evidence in the reviewed corpus must not be interpreted as evidence
that RS does not cover CVD medicines.

A 2012 state report provides some historical context for both entities. It described entity decisions
establishing basic or minimum PHC benefit packages that included preventive care,
family-medicine examinations, diagnostics and medicines. It also described contribution-linked
insurance rights in RS, with protected exceptions for some groups (Bosnia and Herzegovina, 2012,
pp. 18-19, 26). This evidence relates mainly to the 2008-2011 reporting period and cannot
establish the current content or implementation of either entity’s benefit package.

Overall, both entities were classified at Embedding Level 2 because formal entitlement or
medicine-list governance instruments were identified. The translation pattern in FBiH was
classified as adaptation through formal and operational list instruments. In RS, it was classified as
adaptation through an enabling law. The evidence is not fully symmetric: FBiH has detailed 2024
evidence about CVD medicine-list content, while the RS evidence mainly establishes the legal
governance mechanism. This difference cannot be used to conclude that FBiH provides better
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medicine access or that RS lacks essential CVD medicines. Actual availability, affordability,
prescribing, dispensing and patient use remain unconfirmed in both entities.

5.3.4 Budget Sustainability and Resource Alignment (F4)

In FBiH, the reviewed financial documents provide some information about prevention and
cardiovascular spending, but they do not identify a clear and sustainable PHC-CVD budget. An
amendment to the 2025 financial plan retained a general budget line for “Preventive programmes”
with an allocation of KM 300,000. However, the line was not specifically connected to PHC or
CVD prevention. The execution and change columns were also blank, so the document does not
confirm whether the allocation was spent or which activities it financed (FBiH Health Insurance
and Reinsurance Fund, 2025a, p. 7).

A separate report on the execution of the 2024 financial plan stated that cardiology and
cardiac-surgery services represented 60.03 per cent of expenditure within the reported
health-services programme (FBiH Health Insurance and Reinsurance Fund, 2025b, p. 26). This
indicates that cardiovascular spending was visible within the financial reporting system. However,
these were specialist and tertiary services rather than PHC prevention activities. The figure
therefore cannot be used as an estimate of PHC-CVD spending. It also cannot show whether
resources were balanced between prevention, continuing PHC management and specialist
treatment.

For this reason, the FBiH evidence was treated only as boundary and contextual evidence for F4. It
shows that a general prevention budget category and specialist CVD expenditure were
documented, but it does not establish a dedicated, executed or sustainable PHC-CVD budget. A
firm FBiH Embedding Level was therefore not assigned for this comparison unit.

In RS, the 2025 financial audit of the Health Insurance Fund provides evidence of routine PHC
expenditure. The audit reported PHC-level transfers of KM 250,024,238 for 2024. This aggregate
included PHC services, prescription medicines and other PHC items (Main Audit Service of the
Public Sector of Republika Srpska, 2025, p. 19). The evidence confirms that PHC services and
prescription medicines were included in routine financial transfers. It was therefore classified at
Embedding Level 2 and as adaptation through a routine expenditure arrangement.

However, the RS expenditure was reported as an aggregate amount. It was not separated into CVD
prevention, cardiovascular-risk assessment, long-term CVD management or other PHC activities.
The evidence also does not show whether the level of funding was adequate, whether it continued
across several years or whether it produced better access and health outcomes. Therefore, the RS
result confirms routine PHC financing but not a dedicated or sustainable PHC-CVD budget.

Two BiH-wide sources provide additional context but cannot be assigned to either entity. A 2018
policy-dialogue report noted variation in public-health budgets and reported that a sustainable
financing mechanism for health promotion had not been identified (WHO Regional Office for
Europe, 2018, p. 9). In 2022, the EU announced a EUR 10 million health-sector project that
included support for stronger preventive and primary health-care services (European External
Action Service, 2022, pp. 1-2). The first source is a time-bounded regional finding, while the
second records external project intent rather than domestic, routine financing.

Overall, the evidence does not support a direct comparison of PHC-CVD budget sustainability
between FBiH and RS. RS has scoring-eligible evidence of routine PHC and
prescription-medicine expenditure, while the identified FBiH evidence is limited to contextual
budget and specialist-spending information. This documentary difference does not mean that RS
has more adequate or sustainable PHC-CVD financing. It also does not mean that FBiH lacks
relevant financing arrangements. The available documents simply do not provide comparable,
CVD-specific budget information for both entities.
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5.4 Service delivery and resources: S1-S4

This section examines how PHC-based CVD prevention is connected to the service-delivery
system in FBiH and RS. It focuses on the position of family medicine, CVD-risk assessment and
continuing management, risk-factor services, and workforce capacity. A formal PHC mandate is
treated as evidence of institutional embedding, but it is not automatically treated as evidence of
equal access, complete implementation or good service quality.

5.4.1 PHC Platform, Access and Gatekeeping (S1)

At the BiH-wide level, family-medicine teams have been described as the first point of contact and
the gatekeepers of the health-care system (European Observatory on Health Systems and Policies,
2022, p. 13). This establishes the general position of family medicine in the care pathway.
However, the evidence is not separated between FBiH and RS and therefore cannot be used by
itself to judge the operation of the platform in either entity.

In FBiH, an official 2020 health-status report described differences in access to family-medicine
services and uneven implementation of the family-medicine model (Institute for Public Health of
the Federation of Bosnia and Herzegovina, 2020, p. 12). The report therefore provides evidence of
an established family-medicine platform, but it also documents a limitation in the consistency of
implementation. The evidence does not show that the same service organization and access
conditions were present throughout FBiH.

The FBiH evidence was classified at Embedding Level 2 because family medicine was already
part of the routine PHC system. However, this classification was qualified by a documented
implementation and access gap. The finding does not mean that family medicine was absent in
parts of FBiH. It means that the available evidence did not support a conclusion of uniform
implementation or equal access. Because this study does not conduct a canton mini-case, the
reported differences are retained only as entity-level context and are not used to compare
individual cantons.

In RS, the 2022 Law on Health Care provides a more direct formal basis for the PHC platform.
The law defines PHC functions as including health promotion, health education, disease
prevention and the detection and control of health risks. Access is organized through registration
with a PHC team led by a family-medicine specialist (Republika Srpska, 2022a, pp. 11-12). These
provisions formally connect family medicine with preventive and risk-control functions that are
relevant to CVD prevention.

The same law requires each dom zdravlja, or health centre, to organize a multidisciplinary centre
for health promotion and the prevention of diseases, injuries and other health conditions
(Republika Srpska, 2022a, p. 13). This creates a formal prevention structure within the PHC
system. However, the legal requirement does not confirm that every centre was staffed, fully
operating or providing a specific CVD-prevention package. It also does not provide evidence
about service use, continuity of care or patient outcomes.

Historical evidence gives some background to the development of this model in RS. A 2002
health-system review reported that family medicine had already been given a gatekeeping role and
responsibilities for detecting and reducing NCD risks. At that time, however, the model had not
been implemented throughout the territory (Cain et al., 2002, p. 73). This finding is useful for
showing the earlier reform trajectory, but the territorial implementation gap from 2002 cannot be
presented as the current situation after the later 2022 legislation.

A BiH-WHO cooperation framework also proposed the further development of community-based
centres for health promotion and disease prevention located in PHC facilities (WHO and Bosnia
and Herzegovina, 2025, p. 31). This is a planned BiH-wide measure and cannot be assigned to
either entity or treated as proof that the centres were already operating.
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Overall, both entities were classified at Embedding Level 2 for the PHC platform. FBiH has
routine-system evidence combined with a documented implementation and access gap. RS has
binding legal provisions assigning preventive functions to registered family-medicine teams and
requiring prevention centres within health centres. The evidence is not directly equivalent: the
FBiH source describes implementation conditions in 2020, while the RS sources mainly establish
formal legal arrangements in 2022. Therefore, the findings do not show which entity provides
better access or more effective gatekeeping. Formal platforms and legal duties do not by
themselves prove accessibility, continuity, utilization, service quality or CVD outcomes.

5.4.2 Risk Assessment, Protocols and Long-term Management (S2)

At the BiH-wide level, the documents show a continuing process of adapting CVD-risk
assessment tools for use in family medicine. The CVRAM package was based on the SCORE
approach and used variables including age, sex, cholesterol, systolic blood pressure and smoking.
It also addressed related metabolic and behavioural risks (WHO Country Office in Bosnia and
Herzegovina, 2018, p. 12). A later health-system review reported that the entities continued
working on the adaptation and production of tools for CVD-risk assessment and management
(Litvinova et al., 2025, p. 16). These BiH-wide findings show policy development, but they cannot
determine the institutional position of either entity by themselves.

In FBiH, the NCD investment-case report provides evidence that CVRAM was adapted to local
needs and used SCORE within family-medicine services. By February 2018, around 70 per cent of
family-medicine professionals were reported to have completed a two-day training course. By
2019, approximately 70 per cent of the population was estimated to have access to standardized
preventive CVD and CVRAM services. However, the report also stated that the longer-term
sustainability of the programme remained uncertain (United Nations Interagency Task Force on
NCDs and WHO, 2026a, pp. 31-32).

The two percentages describe different things. The first concerns professional training, while the
second is an estimate of population access. They cannot be combined or treated as evidence that
70 per cent of the population actually received a CVD-risk assessment. The evidence also does not
show how often the tool was used, whether assessment results were connected to treatment
decisions or whether patients received regular follow-up.

For these reasons, the FBiH evidence was classified at Embedding Level 0 for this comparison
unit. This does not mean that no CVD-risk assessment took place. It means that the available
entity-specific evidence describes an adapted programme, training and estimated reach, but does
not confirm its transition into a routinely financed and mandatory system. The translation pattern
was classified as adaptation at the programme or project stage.

In RS, a 2018 WHO report stated that seven guidelines and eleven patient leaflets were approved
and distributed through two family-medicine training centres and the RS public-health institute
(WHO Country Office in Bosnia and Herzegovina, 2018, pp. 12—13). This provides evidence of
formally approved guidance and an identified dissemination route. However, approval and
distribution do not establish how many professionals received the materials, whether they used the
guidelines or whether the guidance is still current.

The RS investment-case report also described a locally developed CVRAM approach based on
SCORE and implemented through family medicine. The report estimated that it reached
approximately 64 per cent of the population, while also identifying uncertainty about sustainability
(United Nations Interagency Task Force on NCDs and WHO, 2026b, p. 33). As in FBiH,
estimated reach does not prove that all people within this population received an assessment,
treatment or follow-up.

The RS profile was therefore classified at Embedding Level 1. The approved guidelines provide
the level-1 institutional input, while the later programme evidence remains at level 0 and does not
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automatically replace or upgrade the guidance evidence. The translation pattern was classified as
adaptation through approved guidance combined with a programme-stage risk tool.

Overall, both entities show adaptation of a SCORE-based CVD-risk approach to family-medicine
settings. RS has additional evidence of approved guidance, which produces a documentary
difference in Embedding classification. However, this does not prove that RS has more complete
routine implementation or better outcomes than FBiH. For both entities, the reviewed evidence
does not confirm standardized eligibility rules, treatment thresholds, follow-up intervals, routine
long-term management, provider adherence or patient outcomes. The absence of these details from
the locked evidence does not prove that such arrangements do not exist.

5.4.3 Prevention, Health Promotion and Risk-factor Services (S3)

The reviewed documents contain evidence of health-promotion and risk-factor services connected
to family medicine, but much of this evidence is shared between the entities, historical or based on
programmes and pilots. It therefore provides only limited support for assessing the current routine
coverage of these services.

A 2017 project factsheet stated that the PHC systems in BiH mainly focused on disease treatment,
while prevention was not sufficiently addressed. The project planned to train family-medicine
doctors and nurses to provide preventive services, especially for people with high health risks
(Swiss Agency for Development and Cooperation, 2017, pp. 1-2). However, these were planned
activities and targets. The document did not provide evidence of completed training, routine
delivery or outcomes. It also used inconsistent descriptions of the intended workforce
denominator, referring both to individual doctors and nurses and to family-medicine teams.
Therefore, a precise training-reach claim cannot be made.

More recent shared evidence stated that family doctors in both entities offered smoking-cessation
consultations (European Observatory on Health Systems and Policies, 2022, p. 19). This indicates
that at least one type of CVD risk-factor service was connected to family medicine. However, the
source does not identify the number of providers offering the service, patient eligibility, utilization,
financing or quit outcomes. It also cannot be used to conclude that service availability and quality
were equal in FBiH and RS.

A ten-month smoke-free PHC-institution pilot also reported quit rates among participating health
workers in both entities. The reported figures were 7.2 per cent in FBiH and 20.2 per cent in RS
(WHO Country Office in Bosnia and Herzegovina, 2018, p. 12). These figures are not used for a
direct entity comparison because the document does not provide the denominators, a comparison
group, the method used to verify quitting or information about long-term abstinence. The pilot
focused on health workers in participating PHC institutions and does not represent
population-level smoking-cessation coverage.

In FBiH, historical evidence shows that prevention had been included in some PHC arrangements.
A 2005 sample primary-care contract allocated 40 per cent of physician time to prevention and
included systematic health checks and programmes addressing health risks (World Bank, 2005, pp.
94, 96). However, this was a sample contract and does not establish that the same conditions were
included in all provider contracts or implemented across FBiH.

An earlier 2002 review had reported that FBiH did not have a substantial CVD-prevention
programme at that time, despite investment in high-technology cardiac services (Cain et al., 2002,
p. 42). This is retained only as historical evidence and cannot describe the current situation. A later
FBiH health-status report recommended prevention programmes, risk-factor campaigns and
routinely available blood-pressure, cholesterol and blood-sugar checks (Institute for Public Health
of the Federation of Bosnia and Herzegovina, 2021, p. 59). This shows official recognition of the
need for these services, but it remains a recommendation rather than evidence of routine
system-wide delivery.
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For RS, a 2005 sample primary-care contract referred to NCD and CVD programmes and required
family-medicine providers to conduct health promotion, risk-factor reduction, record keeping and
reporting (World Bank, 2005, pp. 103—105). This provides historical contract-level evidence of
prevention functions. However, it does not establish the current content of provider contracts or
the coverage and quality of these services.

Both entities were therefore classified at Embedding Level 1 for S3. The classification is based on
time-bounded shared service evidence and historical entity-specific arrangements, qualified by
programme, pilot, recommendation and documented-gap evidence. The translation pattern was
classified as mixed, combining adaptation with documented programme or historical gaps.

The evidence does not establish current system-wide coverage of health-promotion and CVD
risk-factor services in either entity. It also does not support a conclusion that implementation was
equal or that one entity performed better. The absence of current entity-specific evidence for the
full range of services does not mean that these services do not exist.

5.4.4 Workforce, Training and Delivery Capacity

At the BiH-wide level, the documents provide evidence of substantial project-supported training in
cardiovascular-risk assessment. A 2018 WHO report stated that 2,624 health professionals had
completed training, including 1,022 doctors and 1,602 nurses. It also estimated access to
standardized preventive CVD services at 67.6% across BiH, with separate estimates of 70 per cent
in FBiH and 64.4 per cent in RS (WHO Country Office in Bosnia and Herzegovina, 2018, pp. 3,
13).

A later health-system review reported that more than two-thirds of practising family-medicine
professionals were trained during 2016-2018. It also estimated that around 2.4 million people, or
68 per cent of the population, had access to standardized preventive CVD services (European
Observatory on Health Systems and Policies, 2022, p. 18). These figures show the reach of the
training programme, but they do not establish the current number of trained professionals or the
continued use of the CVRAM approach. Training completion and estimated access also do not
demonstrate professional competence, actual service use, routine financing or treatment outcomes.

In FBiH, the 2018 programme report stated that eight guidelines and seven patient leaflets were
approved and distributed through five family-medicine training centres (WHO Country Office in
Bosnia and Herzegovina, 2018, p. 13). This provides evidence of a formal training and
dissemination structure. However, it does not confirm how many professionals used the materials
or whether the guidelines remained current.

Routine workforce reports provide stronger evidence of institutional capacity. In 2021,
family-medicine services in FBiH included 1,004 doctors, of whom 400 were family-medicine
specialists, and 1,799 nurses and technicians. Among the nurses and technicians, 1,309, or 72.8
per cent, had completed additional family-medicine training (Institute for Public Health of the
Federation of Bosnia and Herzegovina, 2021, p. 113). The 72.8 per cent figure applies only to
nurses and technicians and should not be presented as the proportion of the entire family-medicine
workforce that received additional training.

The 2024 health statistics annual reported PHC services through 80 health centres, with 1,954
doctors and 3,536 health technicians across the broader PHC system. Within family medicine, the
report separately recorded 1,094 physicians, including 920 specialists, and 1,725 nurses and
technicians (Institute for Public Health of the Federation of Bosnia and Herzegovina, 2025, pp. 96,
99). The 2021 and 2024 figures are treated as separate workforce snapshots. They are not used to
calculate a trend because the categories and reporting structures are not fully aligned.

In RS, the 2024 population-health report recorded 603 doctors in family-medicine services. This
included 172 general practitioners, 62 doctors in specialist training and 369 specialists. It also
reported 110 health workers with higher education and 1,081 health workers with secondary
education in the family-medicine service (Public Health Institute of Republika Srpska, 2024, p.
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54). The data were divided by the Institute’s regional centres, but they do not show full-time
equivalents, vacancies, workloads, registered patient lists or the number of workers delivering
CVD-prevention services.

Both entities were classified at Embedding Level 2 because recent official reports provide routine
evidence of family-medicine workforce and service capacity. The translation pattern was classified
as adaptation through routine workforce and capacity arrangements. The FBiH profile is supported
by facility, staffing, specialization and training data. The RS profile is supported by recent
evidence of physician skill mix and nursing capacity.

However, the workforce figures cannot be directly compared between the entities. The reports use
different staff categories, reporting years and geographic units, and the entities have different
population sizes and health-system structures. The number of facilities or workers therefore cannot
show which entity has better PHC-CVD capacity. The evidence also does not establish staffing
sufficiency, geographic equity, CVD-specific competence, service quality or health outcomes.

5.5 Monitoring and reporting: M1-M3

This section examines whether the institutional arrangements for PHC-based CVD prevention
include information systems, reporting responsibilities, routine indicators and mechanisms for
monitoring and evaluation. The existence of a legal reporting duty or an information system is
treated as institutional evidence, but it is not automatically treated as proof of complete data,
effective information exchange or the use of information to improve services.

5.5.1 Information Systems, Records and Reporting Duties (M1)

In FBiH, the 2010 Law on Health Care assigns several information and surveillance
responsibilities to public-health institutions. The Federal Institute for Public Health is responsible
for health-statistical and risk-factor surveys, the evaluation of preventive programmes, the
development and management of the health-information system and the maintenance of
population disease registries. Cantonal public-health institutes are responsible for monitoring
population health and participating in the prevention and early detection of chronic diseases
(Federation of Bosnia and Herzegovina, 2010, pp. 37-39).

These provisions establish formal responsibilities for surveillance, information management and
prevention support. However, they do not show whether the different institutions use the same
indicator definitions or whether data can be exchanged between systems. The law also does not
provide evidence about data completeness, reporting timeliness or the existence of a routine
PHC-CVD dataset. In addition, this study reviewed the base 2010 law and did not reconstruct all
later amendments.

Historical documents show that some reporting requirements had also been included in PHC
contracting arrangements. A 2005 sample FBiH primary-care contract required monthly reporting
on referrals, medicine use, hypertension, chronic diseases and health-promotion activities. It also
allowed the health insurance fund to review and control these reports (World Bank, 2005, pp.
98-99). This provides evidence of an earlier contractual reporting mechanism, but a sample
contract does not show that all providers followed the same reporting rules or that the information
was complete and regularly used.

A 2002 health-system review had identified weaknesses in the FBiH health-information system,
including staff skills, equipment, links between institutions and uniform indicator standards (Cain
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et al., 2002, p. 70). This is retained only as historical gap evidence. It cannot be assumed that the
same weaknesses continued without change after 2002.

More recent secondary evidence reports uneven digitalization across FBiH cantons, while family
medicine remains the main PHC model (Litvinova et al., 2025, pp. 12—13). This provides a current
system-level qualifier, but the present study does not compare individual cantons and cannot
determine the operation of each local information system.

In RS, the 2022 Law on Health Care requires health institutions to maintain medical
documentation and submit reports. It also establishes an integrated health-information system and
assigns the Health Insurance Fund responsibility for its establishment, operation, maintenance and
development (Republika Srpska, 2022a, p. 29). The Law on Mandatory Health Insurance provides
further detail. It assigns the Fund responsibility for connecting provider and Fund information
systems, centralizing data and supporting electronic prescriptions, referrals, appointments, waiting
lists and health records (Republika Srpska, 2022b, pp. 19-20).

Recent official reporting provides some evidence of the administrative reporting structure. The
2024 RS population-health report recorded 54 dom zdravlja institutions and one family-medicine
ambulanta, together with 3,922 PHC health workers. The report also described reporting flows
from PHC services to the regional centres of the public-health institute (Public Health Institute of
Republika Srpska, 2024, p. 52). A health-system review additionally described unified electronic
records and electronic prescriptions in RS (Litvinova et al., 2025, pp. 12—13).

These sources establish legal and administrative arrangements for records, reporting and
information-system integration. However, they do not demonstrate that every provider was fully
connected, that data were complete or interoperable in practice or that information was regularly
used for PHC-CVD management.

Both entities were classified at Embedding Level 2 for M1. FBiH has formal surveillance and
information-system responsibilities, together with historical reporting mechanisms and historical
system-gap evidence. Its translation pattern was therefore classified as mixed, combining
adaptation with a historical documented gap. RS has enabling laws and recent administrative
reporting evidence, and its translation pattern was classified as adaptation.

The evidence does not support a conclusion that one entity has a better-performing information
system. The two profiles are based on different laws, reports and years. Formal reporting duties
and described information flows do not prove complete coverage, data quality, interoperability or
effective use of information in CVD prevention.

5.5.2 Indicators and Routine Service / Population Measurement (M2)

The reviewed evidence shows that both entities routinely collect some information on PHC
activity, preventive examinations and circulatory-system morbidity. At the same time, the
documents identify gaps in more specific indicators for PHC-based CVD prevention.

At the BiH-wide level, a 2018 WHO report stated that quality agencies had developed 13 CVRAM
indicators. However, these indicators were not routinely collected, and their incorporation into
accreditation processes was only proposed (WHO Country Office in Bosnia and Herzegovina,
2018, p. 14). A separate 2018 policy-dialogue report also identified missing explicit criteria,
indicators and a stable quality framework (WHO Regional Office for Europe, 2018, p. 14). These
findings are time-bounded and cannot be assumed to describe the current systems without later
evidence.

The 2024-2028 BiH-WHO cooperation framework includes a formal output and outcome
indicator connected to the implementation of NCD action plans and the reduction of NCD
mortality (WHO and Bosnia and Herzegovina, 2025, p. 31). This provides a high-level results
framework, but it does not contain detailed indicators for PHC processes such as risk assessment,
treatment initiation, follow-up or risk-factor control.
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In FBiH, official reports contain several routine measures. In 2020, cardiovascular diseases
accounted for 19.7 per cent of registered PHC morbidity, while hypertension and diabetes were
among the most commonly recorded NCDs. The same report recorded 113,484 adults receiving
some form of preventive examination, representing 6.5 per cent of the adult population. Among
the examined people, elevated blood pressure was recorded in 9,267 people, obesity in 8,714 and
tobacco use in 8,224 (Institute for Public Health of the Federation of Bosnia and Herzegovina,
2020, pp. 63-64).

These detected-risk figures apply only to the people who received an examination. They cannot be
interpreted as the prevalence of these risk factors in the entire FBiH population. The report also
does not identify the risk-assessment tool, follow-up pathway or treatment received after a risk
was detected.

In 2021, public-sector family medicine recorded 7,086,212 doctor visits and 99,280 systematic
adult health examinations. The report also listed 121,759 systematic examinations for 2020
(Institute for Public Health of the Federation of Bosnia and Herzegovina, 2021, p. 114). These are
aggregate service counts rather than unique patients or CVD-specific examinations. The difference
between the two years is not interpreted because the source does not establish its cause or confirm
that reporting conditions were identical.

The 2024 health statistics annual recorded 276,592 persons or cases with circulatory-system
diseases in PHC, equivalent to 1,290 per 10,000 population. The corresponding 2023 values were
308,201 and 1,433 per 10,000 (Institute for Public Health of the Federation of Bosnia and
Herzegovina, 2025, p. 126). These figures show routine recording of circulatory morbidity, but
they do not establish incidence, unique-patient counting, reporting completeness or the cause of
the difference between years.

A 2023 article described the FBiH NCD Action Plan as including improved monitoring, a CVD
registry, periodic population studies and indicators related to access to preventive PHC services
(Ramic-Catak et al., 2023, p. 92). This is a secondary description of the plan and does not confirm
routine implementation. The FBiH investment case later reported that action-plan indicators
lacked specific success criteria, that routine information support for preventive services was
insufficient and that data-collection methods differed across cantons (United Nations Interagency
Task Force on NCDs and WHO, 2026a, p. 30). This gap finding does not mean that FBiH has no
routine health statistics. Instead, it shows that existing routine data do not form a complete and
consistently defined PHC-prevention indicator system.

In RS, the 2024 population-health report recorded 4,077,831 family-medicine office visits,
including 1,211,892 first visits. It also recorded 335 systematic examinations, all reported in Banja
Luka. Circulatory-system diagnoses numbered 187,201, representing 13.79 per cent of 1,357,814
registered diagnoses (Public Health Institute of Republika Srpska, 2024, pp. 55-56).

The visit and diagnosis figures are service-based counts rather than numbers of individual patients.
The 335 systematic examinations are broadly defined and cannot be treated as CVD-risk
assessments. The report also does not explain whether the lack of recorded systematic
examinations outside Banja Luka reflected no activity, reporting differences or classification
problems.

The RS investment case stated that outpatient and family-medicine information systems existed,
but routine NCD metrics remained insufficient (United Nations Interagency Task Force on NCDs
and WHO, 2026b, p. 31). This documents a specific indicator gap without suggesting that no
relevant health data exist.

Both entities were classified at Embedding Level 2 because recent official reports demonstrate
routine service and morbidity measurement. Their translation patterns were classified as mixed,
combining routine adaptation with documented gaps in specific NCD or PHC-prevention
indicators. The figures cannot be directly compared because the reports use different years,
denominators and definitions. The available measures also do not establish a complete CVD-risk
assessment and treatment cascade, consistent feedback to providers or patient outcomes.
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5.5.3 Monitoring, Evaluation, Audit and Feedback (M3)

Historical BiH-wide evidence shows that monitoring and feedback were recognized as important
parts of PHC reform. A 2005 World Bank review reported weak referral and counter-referral
arrangements and insufficient monitoring capacity for more advanced provider-payment systems
(World Bank, 2005, p. 14). A later study also identified stronger referral feedback and
monitoring-and-evaluation systems as necessary for scaling up and sustaining family-medicine
reform (Atun et al., 2007, p. 36).

These findings provide historical context, but they cannot be assigned specifically to FBiH or RS.
They also cannot establish the current situation because they describe the early period of
family-medicine reform.

For FBiH, no entity-specific evidence was identified in the locked Evidence Matrix for the use of
monitoring, evaluation, audit or feedback mechanisms to assess PHC-CVD implementation or
performance. The BiH-wide historical evidence cannot be copied into the FBiH profile because it
is not institutionally separable.

An Embedding Level was therefore not assigned to FBiH for M3. This does not mean that FBiH
has no monitoring, evaluation or audit arrangements. It only means that the reviewed evidence did
not provide an FBiH-specific and sufficiently traceable basis for assessing this comparison unit.
The missing evidence was therefore not coded as an institutional omission.

In RS, the 2022 Law on Health Care provides a formal basis for institutional monitoring. Article
69 requires dom zdravlja institutions to plan, monitor, analyse, evaluate and report on the health of
the population they serve (Republika Srpska, 2022a, p. 13). This creates a legal responsibility for
monitoring and evaluation at the PHC-provider level. However, the law does not define a complete
set of PHC-CVD indicators, specify how results should be fed back to providers or demonstrate
that evaluation findings lead to corrective action.

The 2025 financial audit of the RS Health Insurance Fund provides evidence of a routine audit
mechanism, but it also identifies a reporting limitation. The audit stated that explanations for
significant differences in budget execution were not adequately disclosed (Main Audit Service of
the Public Sector of Republika Srpska, 2025, p. 30). This shows that financial execution was
subject to review, while also documenting a weakness in the explanation of budget variances.

The audit finding should not be interpreted as evidence of poor PHC service delivery. It concerns
financial reporting and does not establish underperformance in CVD prevention, provider
behaviour or patient outcomes. It also does not show that the audit information was used to
improve PHC-CVD services.

RS was classified at Embedding Level 2 because both a binding provider-monitoring duty and a
routine audit mechanism were identified. Its translation pattern was classified as mixed, combining
an enabling monitoring and reporting arrangement with a documented audit and reporting gap.

A direct entity comparison cannot be made for M3. RS has entity-specific legal and audit
evidence, while no equivalent FBiH-specific evidence was identified in the locked matrix. This
documentary asymmetry does not prove that RS has a better monitoring system or that FBiH lacks
such mechanisms. The RS evidence also does not confirm an effective PHC-CVD feedback loop,
regular corrective action or performance improvement.

5.6 Comparative Overview of Institutional Embedding

The comparison shows that PHC-based CVD prevention is partly embedded in the institutional
arrangements of both FBiH and RS. Formal instruments were identified in governance,
health-insurance coverage, purchasing, medicine entitlements, family-medicine organization,
workforce arrangements and routine reporting. However, formal embedding was not always
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accompanied by evidence of consistent implementation, sustainable financing or effective service
delivery.

In governance, both entities have formal mandates that connect PHC and family medicine with
prevention and risk control. Both were classified at Embedding Level 2 for the assignment of
responsibilities. However, entity-specific authorization of the international CVD-prevention
frameworks could not be firmly confirmed. Recent investment-case evidence also documented
limitations in implementation specificity, monitoring capacity and programme continuity or reach
in both entities. This produced an Embedding Level 0 profile for implementation governance in
both cases.

Financing and entitlement arrangements were more formally developed. FBiH and RS both had
level-2 evidence for insurance arrangements, purchasing mechanisms, tariffs and medicine-list
governance. The specific instruments were different. In FBiH, the tariff contained separate PHC
examinations, counselling, ECG and laboratory components. In RS, the price list additionally
named cardiovascular-risk screening as a separate service. In relation to medicines, FBiH had
detailed 2024 evidence about mandatory and optional CVD medicines, while the RS evidence
established the legal governance of outpatient medicine lists without identifying their current
content.

These differences describe the available documents and institutional instruments. They do not
show that one entity provides better financial protection, stronger purchasing or better medicine
access. Budget sustainability remained especially uncertain. RS had evidence of routine PHC and
prescription-medicine expenditure, while the identified FBiH financial evidence was limited to
contextual budget and specialist-spending information. Neither profile established a dedicated and
sustainable PHC-CVD budget.

The service-delivery findings also combined formal structures with implementation limitations.
Family medicine was formally positioned as a PHC platform in both entities. FBiH evidence
documented uneven implementation and access, while the RS evidence mainly established legal
PHC functions and required prevention structures. Both were classified at Embedding Level 2, but
this did not confirm equal access or effective gatekeeping.

More limited embedding was found for risk assessment and continuing management. Both entities
had evidence of locally adapted SCORE-based CVRAM tools and professional training. FBiH
evidence remained at programme level and was classified at Embedding Level 0. RS also had
approved guidelines and dissemination arrangements and was therefore classified at Level 1. This
documentary difference does not prove that risk assessment was more routinely used in RS.
Neither entity profile confirmed standardized eligibility, treatment thresholds, follow-up intervals
or a complete long-term management pathway.

For wider health-promotion and risk-factor services, both entities were classified at Level 1. The
evidence included smoking-cessation consultations, historical contracts, recommendations,
planned activities and a PHC pilot. However, it did not establish current system-wide service
coverage. Workforce and facility evidence was stronger, and both entities were classified at Level
2. Still, workforce numbers, training and facilities did not demonstrate sufficient staffing,
CVD-specific competence or effective delivery.

Both entities also had level-2 evidence for information systems and routine service or morbidity
measurement. Formal reporting duties and routine statistics were identified, together with gaps in
specific PHC-prevention and NCD indicators. The evidence did not show a complete CVD
prevention and treatment cascade. Monitoring, evaluation and feedback showed the clearest
documentary asymmetry. RS had legal monitoring duties and routine audit evidence, while no
FBiH-specific evidence was identified for this comparison unit. This did not allow an entity
comparison and does not mean that FBiH lacks monitoring or audit mechanisms.

Overall, adaptation was the dominant translation pattern. International and European approaches
were reflected in local laws, tariffs, medicine lists, guidance, training and reporting arrangements,
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but no comparison unit was classified as simple or complete adoption. Adaptation often existed
together with documented gaps, particularly in programme continuity, routine risk assessment,
specific indicators and feedback.

The results therefore show uneven and instrument-specific institutional embedding. Formal legal
and administrative arrangements were generally easier to identify than evidence of routine
implementation, population coverage, service quality or outcomes. The findings describe what
could be supported by the locked documentary evidence. They do not establish that one entity
performs better, and missing evidence was not treated as proof that an arrangement does not exist.
Table 1. Summary of PHC-CVD institutional embedding in FBiH and RS

Summary of PHC-CVD institutional embedding in FBiH and RS

Domain

FBiH

RS

Main comparative finding

Governa nce and

Formal PHC prevention and

Formal PHC and programme

Both entities have formal PHC

purchasi ng and
entitlem ents
(F1-F4)

and outpatient CVD-medicine
entitlements were identified,
together with coverage and
case-finding gaps. No firm
budget-sustainability profile
could be assigned. F1: 2; F2: 2;
F3:2; F4: NA

contracting and tariffs,
medicine-list governance and
routine expenditure
arrangements were identified.
Coverage and case-finding
gaps remained, and no
dedicated sustainable
PHC-CVD budget was
established. F1-F4: 2

mandate s CVD-risk responsibilities were | responsibilities were identified. | prevention mandates, but the
(G1-G3 identified. However, Framework authorization evidence does not establish
) entity-specific framework remained unconfirmed, while equivalent implementation,
authorization remained gaps in programme specificity, | accountability or programme
unconfirmed, and monitoring and reach were continuity.
programme-governance and documented. G1: 2; G2: NA;
monitoring gaps were G3:0
documented. G1: 2; G2: NA;
G3:0
Financi ng, Formal coverage, PHC tariffs Formal coverage, PHC Both entities have formal

financing instruments, but
documentary differences do not
establish better access, financial
protection or budget sustainability
in either entity.

Service delivery
and resource s
(S1-S4)

Family medicine provides a
formal PHC platform and
workforce capacity was
documented. Risk assessment
remained mainly at programme
stage, while risk-factor services
were supported by partial, pilot
or historical evidence. S1: 2; S2:
0;S3:1;,S4:2

A formal PHC platform and
workforce capacity were
documented. Approved
risk-assessment guidance was
identified, while

risk-factor services remained
supported partly by
programme, pilot or historical
evidence. S1:2; S2: 1; S3: 1;
S4:2

RS has stronger documentary
evidence of approved
risk-assessment guidance, but this
does not prove more complete
routine implementation, better
access or better outcomes.

Monitor ing and
reportin g
M1-M 3)

Formal information-system
duties and routine indicators
were identified, together with
reporting and indicator gaps. No
FBiH-specific monitoring,
evaluation and feedback
evidence was identified. M1: 2;
M2:2; M3: NA

Formal information-system,
reporting,
routine-measurement and
monitoring duties were
identified, although indicator
and audit-related gaps
remained. M1-M3: 2

RS has more direct documentary
evidence for monitoring and audit.
However, missing FBiH evidence
does not establish institutional
absence, and formal RS duties do
not prove effective feedback or
better performance

Notes: 0 = project or technical evidence only, without a routine institutional instrument evidenced for that unit; 1 = strategy, guideline or partial implementation
instrument; 2 = routine or mandatory institutional instrument; NA = not assigned because the locked evidence was insufficient, not because the arrangement does
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not exist. The scores remain unit-level classifications and have not been combined into new domain scores. The table describes documentary institutional
embedding, not implementation quality or health outcomes. Full Evidence IDs, Translation classifications and caveats are provided in the full appendix version.

6. Discussion

6.1 Formal Embedding and Implementation Gaps

The findings show that PHC-based CVD prevention is not institutionally absent in either FBiH or
RS. Both entities have formal arrangements across several important areas, including PHC
prevention mandates, coverage and purchasing rules, family medicine structures, workforce
capacity, and information and reporting duties. As shown in Table above, many of these
arrangements reached Level 2 because they were supported by laws, tariffs, medicine-list rules,
contracts or routine reporting instruments. However, the pattern of embedding was uneven.
Framework authorization could not be firmly assigned in either entity, implementation governance
remained at Level 0, and risk assessment was supported mainly through programme activities or
guidance rather than complete routine arrangements. There were also important evidence gaps
concerning budget sustainability and monitoring feedback.

This difference between formal arrangements and routine implementation is important. Walt and
Gilson (1994) argue that policy content alone cannot explain how a policy is implemented,
because implementation is also shaped by actors, institutions, resources and the wider context. A
legal responsibility, tariff or medicine list may create an enabling condition for prevention, but it
does not show that services are provided consistently or that patients have equal access. The
earlier experience of family medicine reform in BiH presents a similar pattern. Atun et al. (2007)
and the World Bank (2005) show that this reform involved legal recognition, team development,
training and payment changes, while coverage and routinisation remained incomplete. The results
of this thesis are consistent with the idea that institutional embedding develops gradually across
several connected parts of the health system.

The CVRAM evidence also illustrates the boundary between adaptation and routine
implementation. In FBiH, adapted tools, training and programme reach were documented, while
sustainability and routine support remained less clear. In RS, approved guidance provided a
stronger formal instrument, but later evidence still identified limitations in programme reach and
monitoring. This is consistent with the earlier WHO account of NCD reform in BiH, where
CVRAM activities were connected to family medicine practices, training and domestic quality
institutions, but some indicators were not yet collected through ordinary information systems
(World Health Organization Regional Office for Europe, 2018). International support had
therefore entered domestic arrangements, but project support and routine governance did not fully
become the same thing.

Financing and monitoring show a related pattern. Both entities had formal coverage, purchasing
and service instruments. However, the evidence did not establish a dedicated and sustainable
PHC-CVD budget, and formal medicine-list arrangements could not demonstrate actual
availability, affordability or use. This supports Kutzin et al.’s (2010) argument that financing is
part of implementation itself: prevention becomes routine only when pooling, purchasing and
payment arrangements are aligned with service goals. Similarly, formal information-system and
reporting duties were present in both entities, but this did not prove complete data collection or
effective use of feedback.
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Overall, the findings suggest that institutional embedding in BiH is layered rather than complete or
absent. In several domains, PHC-CVD prevention has moved beyond general policy commitment
and entered formal institutional instruments. At the same time, continuity, sustainable financing,
routine risk management and monitoring feedback remain less clearly embedded. This does not
establish that one entity performs better than the other. Instead, it shows that formalisation is an
important, but not sufficient, part of making PHC-based CVD prevention routine.

6.2 Policy Translation: Adaptation Rather than Direct Adoption

The results suggest that internationally endorsed PHC-CVD prevention did not enter BiH as one
complete and unchanged policy model. Neither FBiH nor RS had enough entity-specific evidence
to confirm full authorization of a WHO- or ESC-based framework. At the same time, several
individual elements of the international model appeared in domestic institutional arrangements.
These included CVD-risk assessment tools, family medicine responsibilities, team-based care,
prevention services, access to medicines, and monitoring duties. The overall pattern is therefore
better understood as selective adaptation rather than direct adoption.

Classical policy transfer literature helps identify the different ways in which external policy ideas
may travel. Dolowitz and Marsh (2000) distinguish between copying, emulation, combination and
inspiration. However, the findings of this study do not show that either entity copied a complete
international framework. Instead, different parts of the model appeared through programmes,
guidance, laws, tariffs, medicine lists and reporting requirements. This pattern is closer to
Freeman’s (2009) understanding of translation as a process in which policies are rewritten and
reformulated as they move between settings. It also reflects Stone’s (2004) argument that policy
knowledge and ideas may circulate more easily than complete institutional change. The presence
of internationally familiar policy elements therefore does not mean that the original model was
transferred without change.

The risk-assessment evidence provides a clear example. In FBiH, adapted CVRAM tools, training
and programme reach were documented, but routine institutional support and sustainability were
less clear. In RS, an approved guidance instrument was identified, together with later
programme-stage activities and limitations in reach and monitoring. These findings show two
different documentary forms of adaptation. However, they do not establish that one entity
followed the international model more faithfully or implemented it more successfully. The lack of
confirmed entity-specific framework authorization also means that similarities with WHO or ESC
recommendations cannot by themselves prove a direct line of policy transfer.

Adaptation should not automatically be treated as policy failure. WHO guidance on guideline
adaptation explains that international recommendations normally require review and adjustment to
fit domestic institutions, available resources and national priorities (World Health Organization
Regional Office for the Eastern Mediterranean, 2024). From this perspective, changing an
international model may be a necessary part of making it usable. The earlier experience of family
medicine reform in BiH offers a useful historical parallel. Atun et al. (2007) found that PHC
reform became more workable when it was adjusted to local professional and organizational
conditions. This supports the wider argument of Lendvai and Stubbs (2007) that local actors and
institutions actively reshape transnational policy ideas instead of simply receiving them.

At the same time, adaptation and incomplete institutionalization must not be confused. The
evidence documented gaps in programme specificity, monitoring capacity, sustainability and
reach. Some prevention activities were also supported mainly by pilot, historical or shared
evidence. These findings suggest that translation remained uneven across institutional areas. Still,
a missing document is not evidence of deliberate policy omission, and the study cannot determine
why a particular component was not identified.

Overall, the results support the use of policy translation as the main theoretical lens. International
frameworks provided reference points, but the domestic pattern was selective, layered and
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institutionally varied. WHO and ESC benchmarks help identify the main elements of PHC-based
CVD prevention, while entity Embedding classifications remain based on domestic documentary
evidence. This distinction avoids treating policy similarity as proof of direct transfer, or treating
contextual adaptation as simple implementation failure.

6.3 Comparing FBiH and RS

Comparison between FBiH and RS shows both important similarities and documentary
differences. The similarities are more substantial than a simple contrast between a decentralized
FBiH and a centralized RS might suggest. Both entities had formal PHC prevention mandates,
coverage arrangements, purchasing instruments, family medicine structures, workforce evidence,
and routine information and measurement duties. Both also showed gaps in framework
authorization, implementation governance and programme continuity. The findings therefore do
not support a simple conclusion that PHC-CVD prevention is institutionally embedded in one
entity but absent in the other.

The clearest differences appeared in the type and detail of the available institutional evidence. In
financing and entitlements, FBiH had direct evidence of current outpatient CVD-medicine content,
while the RS evidence mainly established formal medicine-list governance. By contrast, RS had a
scoring-eligible routine expenditure document, while the FBiH budget evidence was contextual
and did not support a firm sustainability profile. These differences do not show that medicines are
more available in FBiH or that financing is more sustainable in RS. They show that the two
documentary pools make different parts of the institutional arrangements visible.

A similar pattern appeared in service delivery and monitoring. Both entities had a formal PHC
platform and routine workforce evidence. However, RS had an approved risk-assessment guidance
instrument, producing a Level 1 profile for this unit, while the FBiH evidence remained at
programme stage and was classified as Level 0. In monitoring and feedback, RS had direct
evidence of formal provider-monitoring duties and routine audit arrangements. No equivalent
FBiH-specific evidence was identified in the locked corpus. This does not mean that FBiH lacks
monitoring mechanisms. It only means that the available evidence could not support the same
documentary finding. The RS evidence also does not establish that monitoring is effective or that
feedback improves services.

The wider literature provides useful context for understanding why institutional forms may differ.
The health system in BiH is divided across different levels of authority, with more centralized
entity-level governance and pooling in RS and more canton-based governance and multiple
insurance pools in FBiH (Litvinova et al., 2025). These structures can shape how responsibilities,
budgets, contracts and reporting duties are documented and coordinated. Atun et al. (2007) also
show that earlier PHC reform in BiH was mediated by administrative capacity, professional
interests, communication and local leadership. These studies make it reasonable to expect that
similar international ideas may enter different institutional arrangements. However, the
documentary design of this thesis cannot establish that decentralization or centralization directly
caused the observed differences. The findings are consistent with this contextual interpretation, but
they do not prove it.

The comparison also shows why institutional embedding should be examined by function rather
than through one overall entity score. RS had stronger documentary support in some areas,
including approved risk guidance, routine expenditure and monitoring duties. FBiH had more
detailed evidence in other areas, especially current medicine-list content. In several important
units, the two entities received the same classification. A general ranking would therefore hide
both the similarities and the different forms of evidence.

Overall, FBiH and RS represent two institutionally different settings in which PHC-CVD
prevention has entered formal arrangements but remains uneven across specific functions. The
main comparative finding is not that one entity is more successful. It is that institutional
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embedding takes different documentary forms, while important gaps in implementation continuity,
sustainable financing and routine feedback remain visible in both evidence pools.

6.4 Implication for Sustainable PHC-CVD Prevention

The main policy implication is that sustainable PHC-CVD prevention requires more than formal
recognition of prevention responsibilities. The results show that many necessary institutional
components already exist in both FBiH and RS, including PHC mandates, family medicine
structures, tariffs, medicine-list arrangements, workforce capacity and reporting duties. However,
these components do not always form a clearly connected and routine prevention pathway.
Sustainability therefore depends less on producing additional general commitments and more on
linking existing instruments across governance, financing, service delivery and monitoring.

Risk assessment and long-term management are particularly important in this process. WHO
HEARTS presents PHC-based CVD prevention as a combination of standardized protocols,
risk-based management, access to medicines and technologies, team-based care and monitoring
systems (World Health Organization, 2020). The findings show evidence of adapted CVRAM
tools, training and approved guidance, but routine institutional support remained uneven. A
practical implication is that risk assessment needs to be incorporated into ordinary family
medicine responsibilities, contracts, follow-up procedures and information systems rather than
remain dependent mainly on programmes or training activities. Approved guidance is useful, but it
becomes more meaningful when it is connected to clear treatment pathways, professional
responsibilities and routine reporting.

Financing and purchasing also need to support these service expectations. Both entities had formal
tariffs or purchasing instruments relevant to PHC-CVD activities. However, the evidence did not
establish a dedicated and sustainable PHC-CVD budget. Kutzin et al. (2010) argue that financing
is part of policy implementation because pooling, purchasing and provider payment influence
which services become routine. The implication is not necessarily that PHC-CVD prevention
requires a completely separate budget. Rather, existing purchasing and payment arrangements
need to make preventive examinations, risk assessment, counselling, follow-up and appropriate
diagnostic services visible and supportable within routine PHC funding.

Medicine-list evidence creates a similar issue. FBiH had direct evidence of essential outpatient
CVD medicines, while the RS evidence established formal list governance without identifying
current CVD content. In both cases, formal inclusion or governance is only one part of access.
Sustainable prevention also depends on affordability, availability and continued dispensing, which
were not established by this study. Future monitoring could therefore connect medicine-list rules
with information about actual access and use, while respecting the different institutional
arrangements in each entity.

Monitoring is necessary to connect formal instruments with implementation. Both entities had
reporting duties and routine measures, but important indicator gaps remained. RS also had formal
monitoring and audit mechanisms, although their effectiveness could not be assessed, while no
FBiH-specific monitoring and feedback evidence was identified. The WHO Global Action Plan
and ESC prevention guidelines both emphasize indicators, registries and implementation support
as part of prevention systems (World Health Organization, 2013; Visseren et al., 2021). This
suggests that routine monitoring should move beyond counting visits or diagnoses and make it
possible to follow risk assessment, treatment, follow-up and continuity of care. However, the
present study cannot determine which indicators are currently feasible or whether existing data are
sufficiently complete.

Finally, sustainability requires internationally supported activities to become connected to
domestic institutions. Earlier WHO-supported CVRAM work attempted to link programme
monitoring with existing quality institutions, although some indicators remained outside routine
information systems (World Health Organization Regional Office for Europe, 2018). Witter (2012)
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warns that externally supported programmes in fragile and post-conflict settings may remain
parallel when domestic financing, regulation and accountability are weak. The implication for BiH
is therefore not to reject international support, but to use it in ways that strengthen routine
domestic rules, budgets and reporting systems.

These implications should be read cautiously. The documentary evidence does not measure service
quality, patient access or health outcomes. It identifies institutional areas where formal
arrangements exist and where connections remain less clear. Sustainable PHC-CVD prevention
would therefore depend on strengthening these connections, while allowing FBiH and RS to adapt
implementation to their different governance settings.

6.5 Summary

This discussion has shown that PHC-based CVD prevention is formally present in the institutional
arrangements of both FBiH and RS, but its embedding is uneven across different functions.
Formal mandates, purchasing instruments, family medicine structures, workforce capacity and
reporting duties indicate that prevention has moved beyond general policy commitment in several
areas. However, framework authorization, programme continuity, sustainable financing, routine
risk management and monitoring feedback remain less clearly embedded.

The findings also support the use of policy translation rather than a simple policy-transfer model.
Internationally endorsed prevention did not appear as one complete framework copied into BiH.
Instead, different elements were adapted through local programmes, guidance, laws, tariffs,
medicine lists and reporting requirements. This adaptation should not automatically be treated as
failure, but neither should the presence of individual policy instruments be treated as evidence of
complete implementation.

The comparison between FBiH and RS identified different documentary forms of institutional
embedding rather than a clear difference in overall success. RS had stronger direct documentation
in some areas, including approved risk guidance, routine expenditure and monitoring duties. FBiH
had more detailed current evidence in other areas, particularly medicine-list content. In many
institutional units, the two entities showed similar classifications. The evidence therefore does not
support an overall ranking of their performance.

The broader implication is that sustainable PHC-CVD prevention depends on stronger connections
between existing institutional components. Mandates need to be linked with financing, service
pathways, medicines, follow-up and routine monitoring. At the same time, these conclusions
remain limited to the documentary evidence. They do not establish service quality, equal access,
patient experience or health outcomes.

The following conclusion brings these findings together in relation to the research questions, states
the contribution of the study and identifies its main limitations.

7. Conclusion

7.1 Answering the Research Question

This thesis examined how internationally endorsed PHC-based CVD prevention was translated
into documented institutional arrangements in BiH, and how the resulting patterns differed
between FBiH and RS. The findings provide a qualified answer: PHC-CVD prevention is formally
embedded in several parts of both entity health systems, but this embedding is uneven and does
not yet appear as one complete and fully connected institutional model.
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Regarding the first research question, the strongest evidence of institutional embedding was found
in formal mandates, coverage and purchasing arrangements, medicine-list or entitlement rules,
family medicine structures, workforce capacity, and information and reporting duties. Many of
these areas were supported by routine or mandatory instruments and were therefore classified at
Level 2. This shows that PHC-CVD prevention has moved beyond general policy commitment in
important parts of both systems.

However, weaker evidence was found for other parts of the prevention pathway. Entity-specific
authorization of an overall international framework could not be firmly confirmed.
Implementation governance and continuity remained at Level 0 in both entities, while CVD-risk
assessment was supported mainly by programme-stage activities in FBiH and by approved
guidance together with programme activities in RS. Evidence of sustainable budget alignment was
also incomplete, particularly in FBiH. In monitoring and feedback, formal information and
measurement duties were present in both entities, but no FBiH-specific evidence was identified for
the final monitoring, evaluation and feedback unit. These findings show that formal embedding
does not automatically produce a fully routinized and connected system of prevention.

Regarding the second research question, the comparison identified both shared patterns and
differences. Both FBiH and RS had formal PHC prevention responsibilities and several routine
institutional instruments. Both also showed gaps in framework authorization, programme
continuity and monitoring capacity. The main differences concerned the form and detail of the
available evidence. RS had stronger direct documentation of approved risk guidance, routine
expenditure arrangements and formal monitoring duties. FBiH had more detailed current evidence
concerning outpatient CVD-medicine content. These differences do not support an overall
conclusion that one entity is more institutionally embedded or performs better.

The findings also indicate that policy translation occurred mainly through adaptation rather than
direct adoption. Components consistent with international PHC-CVD frameworks appeared
through local programmes, guidance, laws, tariffs, medicine lists and reporting requirements. They
did not appear as one unchanged WHO or ESC model. Translation was therefore selective and
layered. Some components entered routine institutional instruments, while others remained
planned, programme-based or less clearly connected to ordinary governance arrangements.

Overall, the research questions are answered through a function-specific rather than entity-wide
conclusion. Both entities show meaningful formal embedding of PHC-CVD prevention, but
neither documentary profile supports a finding of complete institutionalization. The main variation
lies in which functions are formally supported, which remain programme-based, and which could
not be confirmed from the locked evidence. Missing evidence is not treated as proof that an
arrangement does not exist, and the findings do not establish differences in implementation quality
or health outcomes.

7.2 Main Contribution and Implications

The main contribution of this thesis is that it gives a structured comparison of PHC-CVD
prevention in FBiH and RS. It examines governance, financing, service delivery and monitoring
together. This helps show which parts of prevention are supported by routine institutional
instruments and which parts remain less clearly embedded.

The thesis also connects policy translation with institutional embedding. Policy translation helps
explain how international prevention ideas are changed when they enter BiH. Institutional
embedding helps assess whether these ideas become part of ordinary laws, financing rules,
services and reporting systems. Together, these concepts show that mentioning prevention in a
policy document is not the same as making it routine.

The comparison also shows that FBiH and RS cannot be placed in a simple better-or-worse
ranking. RS had stronger documents in some areas, while FBiH had more detailed evidence in
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others. In many areas, their classifications were similar. For this reason, institutional embedding
needs to be compared by specific function.

The practical implication is simple. Both entities already have several relevant formal instruments.
The next issue is how these instruments work together. Prevention mandates need to be connected
with funding, PHC services, medicines, workforce and routine monitoring. International support
may help this process, but long-term embedding depends on whether these activities become part
of ordinary domestic institutions.

7.3 Limitations and Future Research

This study has several limitations. First, it is based on publicly available documents. It can
examine formal and documented institutional arrangements, but it cannot show how these
arrangements work in everyday practice. The study therefore does not measure service quality,
patient access, professional behaviour or health outcomes.

Second, the document search was targeted and purposive rather than fully systematic. Some
relevant documents may not have been publicly available or may not have been identified. Access
to documents was also uneven between FBiH and RS. For this reason, missing evidence was not
treated as proof that a policy or institution does not exist.

Third, the documents were published in different years and for different purposes. Laws,
strategies, price lists, programme reports and health statistics do not provide the same type of
evidence. This limited direct comparison and made it difficult to draw conclusions about change
over time or institutional performance.

Fourth, some official documents were available only in Bosnian, Croatian or Serbian and were
examined through translation. Translation may not fully preserve the exact meaning of legal,
administrative or technical terms. Uncertain information was not used to support strong
conclusions, but some detail or meaning may still have been lost.

The Embedding classifications are also a simplification. A Level 2 classification shows that a
routine or mandatory instrument was documented. It does not show that the instrument is fully
implemented or effective. In the same way, Not assigned means that the evidence was insufficient,
not that the arrangement is absent.

The study focused only on PHC-based CVD prevention and did not examine hospital care in
detail. It also did not include canton-level mini cases. Internal differences within FBiH may
therefore be important but are not analysed in this thesis.

Future research could include interviews with health ministries, insurance funds, family medicine
teams and other health professionals. Administrative and service data could be used to examine
actual delivery, medicine access, follow-up and patient experience. Canton-level comparison could
also provide a clearer picture of variation within FBiH. Finally, future studies could follow
specific prevention programmes over time to see whether project activities become part of routine
domestic institutions.

7.4 Final Conclusion

This thesis concludes that PHC-based CVD prevention is partly but unevenly embedded in the
institutional arrangements of both FBiH and RS. Formal responsibilities, financing instruments,
family medicine structures, medicine-list arrangements and reporting duties were identified in both
entities. However, these elements do not yet form a fully connected and clearly routinized
prevention system.
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International prevention frameworks were not simply copied into BiH. Their main elements
appeared through local laws, guidance, programmes, tariffs and reporting arrangements. This
supports the view that policy change took place through adaptation and translation. Some elements
entered routine institutional instruments, while others remained at strategy, guidance or
programme level.

The comparison did not show that one entity was generally more successful than the other. FBiH
and RS had different strengths in their documentary evidence, but they also shared several
important gaps. The main challenge is therefore not the complete absence of formal policy
support. It is the connection of existing mandates, financing, services, medicines and monitoring
into a stable routine pathway for PHC-based CVD prevention.

These conclusions are limited to the available documents and do not prove how services work in
practice. Even so, the study shows that institutional embedding is a gradual process. International
support can provide models and tools, but long-term prevention depends on whether these
elements become part of ordinary domestic institutions.
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Appendix A. Document Corpus Register

Table Al. Documents Included in the Locked Corpus

Document Author / Scope / Document Evidence
" u' . Year Full Title . p . " Language Analytical Role Primary Domain(s) V!
ID Institution Jurisdiction Type Strength
D01 WHO 2013 |Global Action Plan for the Prevention and International |Global action |English International Governance and mandates; High
Control of Noncommunicable Diseases plan benchmark Monitoring and reporting
2013-2020
D02 WHO 2020 |HEARTS Technical Package for Cardiovascular International |Technical English International Service delivery and High
Disease Management in Primary Health Care: package benchmark resources; Monitoring and
Risk-Based CVD Management reporting
D03 European Society | 2021 |ESC Guidelines on Cardiovascular Disease Europe / Clinical English International Service delivery and resources High
of Cardiology Prevention in Clinical Practice International |guideline benchmark
D04 WHO Evaluation | 2020 [Mid-Point Evaluation of the Implementation of International |Evaluation English International Governance and mandates; High
Office the WHO Global Action Plan for the Prevention report benchmark Monitoring and reporting
and Control of NCDs 2013-2020
D05 WHO 2025 |WHO Saving Lives, Spending Less: The Global International [Investment English International Financing, purchasing and High
Investment Case for NCDs case benchmark entitlements; Governance and

mandates
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D06 WHO 2024 |Establishing a National Programme for Guideline | International |Technical English International Governance and mandates; High
Adaptation: Key Steps and Functions guidance benchmark Service delivery and resources
D07 David P. 2000 |Learning from Abroad: The Role of Policy International / |Peer-reviewed |English Academic / Theory Medium
Dolowitz; David Transfer in Contemporary Policy-Making theoretical  |article theoretical literature
Marsh
D08 Diane Stone 2004 |Transfer Agents and Global Networks in the International / |Peer-reviewed [English Academic / Theory Medium
Transnationalisation of Policy theoretical  |article theoretical literature
D09 Richard Freeman | 2009 |What is Translation? Evidence and Policy International / |Peer-reviewed |English Academic / Theory Medium
theoretical  |article theoretical literature
D10 Noémi Lendvai; | 2007 [Policies as Translation: Situating Trans-National | International / |Peer-reviewed |English Academic / Theory Medium
Paul Stubbs Social Policies theoretical |article theoretical literature
D11 Gill Walt; Lucy 1994 |Reforming the Health Sector in Developing International / |Peer-reviewed |English Academic / Governance and mandates; Medium
Gilson Countries: The Central Role of Policy Analysis theoretical  |article theoretical literature | Theory
D12 Kent Buse; 2005 [Making Health Policy International / |Academic English Academic / Governance and mandates; Medium
Nicholas Mays; theoretical  |book theoretical literature | Theory
Gill Walt
D13 Kutzin, J., 2010 [Implementing health financing reform: lessons Europe and  |Edited policy |English Academic / Financing, purchasing and High
Cashin, C., Jakab, from countries in transition. World Health Central Asia |volume theoretical literature |entitlements
M., & World Organization. Regional Office for Europe.
Health

Organization
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D14 Sophie Witter 2012 |Health Financing in Fragile and Post-conflict Fragile and |Peer-reviewed |[English Academic / Financing, purchasing and Medium
States: What Do We Know and What are the Gaps| post-conflict |review article theoretical literature |entitlements
states
D15 Bayard Roberts; | 2011 |Noncommunicable Diseases and Post-conflict Post-conflict |Peer-reviewed |[English Academic / Governance and mandates; Medium
Preeti Patel; Countries countries editorial theoretical literature |Service delivery and resources
Martin Mckee
D16 Rifat A. Atun; 2007 |Diffusion of Complex Health Innovations: Bosniaand |Peer-reviewed |English Academic / Governance and mandates; High
loannis Kyratsis; Implementation of Primary Health Care Reforms | Herzegovina [empirical theoretical literature |Service delivery and resources
Gordan Jeli¢; in Bosnia and Herzegovina article
Drazenka
Rados-Mali¢bego
vi¢; Ipek
Gurol-Urganci
D17 World Bank 2005 |Review of Experience of Family Medicine in Europe and |Policy review |English Contextual / Service delivery and Medium
Europe and Central Asia (In Five Volumes) Central Asia, secondary evidence |resources; Financing,
Volume I1I: Bosnia and Herzegovina Case Study including purchasing and entitlements
Bosnia and
Herzegovina
D18 Jennifer Cain; 2002 |Health Care Systems in Transition: Bosnia and Bosnia and |Health-system |English Contextual / Cross-domain High
Antonio Duran; Herzegovina Herzegovina |review secondary evidence
Amya Fortis;
Elke Jakubowski
D19 European 2022 |Health Systems in Action: Bosnia and Bosnia and |[Health-system [English Contextual / Cross-domain High

Observatory on
Health Systems
and Policies

Herzegovina, 2022 Edition

Herzegovina

review

secondary evidence
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D20 European 2024 |Health Systems in Action: Bosnia and Bosnia and |[Health-system [English Contextual / Cross-domain High
Observatory on Herzegovina, 2024 Edition Herzegovina [review secondary evidence
Health Systems
and Policies
D21 WHO Country 2018 |Tackling Noncommunicable Diseases in Bosnia Bosniaand |Programme English Domestic empirical |Governance and mandates; High
Office in Bosnia and Herzegovina Herzegovina / |report evidence Service delivery and
and Herzegovina FBiH resources; Monitoring and
reporting
D22 WHO Regional 2018 |Strengthening the Governance of Public Health South-eastern |Policy-dialogu |English Contextual / Governance and mandates High
Office for Europe Services in the South-Eastern Europe Health Europe / BiH |e report secondary evidence
Network (SEEHN): Policy Dialogue Hosted by
the Health Authorities in Bosnia and Herzegovina
D23 Swiss Agency for | 2017 |Healthy Lifestyles to Prevent Chronic Diseases: Bosnia and  |Project English Domestic empirical |Governance and mandates; Low
Development and Reducing Health Risk Factors in Bosnia and Herzegovina / |factsheet evidence Service delivery and resources
Cooperation Herzegovina FBiH /RS
D24 European 2022 |EU Launches €10 Million Project to Strengthen Bosnia and |Official press |English Domestic empirical |Governance and mandates; Low
External Action Healthcare in Bosnia and Herzegovina Herzegovina |release evidence Financing, purchasing and
Service entitlements
D25 WHO; Bosnia 2025 |Document on Focused Cooperation for Bosnia Bosniaand [Cooperation English Domestic empirical |Governance and mandates; High
and Herzegovina and Herzegovina and the World Health Herzegovina |[framework evidence Monitoring and reporting
Organization, 2024-2029
D26 United Nations 2026 |Prevention and Control of Noncommunicable FBiH Investment English Domestic empirical |Financing, purchasing and High
Interagency Task Diseases in the FBiH: The case for Investment case evidence entitlements; Governance and
Force on NCDs; mandates
WHO
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D27 United Nations 2026 |Prevention and Control of Noncommunicable RS Investment English Domestic empirical |Financing, purchasing and High
Interagency Task Diseases in the RS: The case for Investment case evidence entitlements; Governance and
Force on NCDs; mandates
WHO
D28 Institute for 2020 |Health Status of the Population and Health Care FBiH Official English / Contextual / Service delivery and High
Public Health of in the Federation of Bosnia and Herzegovina health-status  |Bosnian / secondary evidence |resources; Monitoring and
the Federation of 2020 report Serbian reporting
Bosnia and
Herzegovina
D29 Institute for 2021 |Health Status of the Population and Health Care FBiH Official English / Contextual / Service delivery and High
Public Health of in the Federation of Bosnia and Herzegovina health-status  |Bosnian / secondary evidence |resources; Monitoring and
the Federation of 2021 report Serbian reporting
Bosnia and
Herzegovina
D30 Institute for 2025 |Health Statistics Annual: Federation of Bosnia FBiH Official English / Contextual / Service delivery and High
Public Health of and Herzegovina 2024 statistical Bosnian secondary evidence |resources; Monitoring and
the Federation of yearbook reporting
Bosnia and
Herzegovina
D31 Bosnia and 2012 |Third Report of Bosnia and Herzegovina on Bosnia and  |Official treaty |English Domestic empirical |Governance and mandates; High
Herzegovina Implementation of the European Social Charter Herzegovina / |implementatio evidence Financing, purchasing and
(Revised): Articles 11, 12, 13, 14 and 23 FBiH/RS |nreport entitlements
D32 Izet Masic 2018 |One Hundred Fifty Years of Organized Health Bosnia and |Peer-reviewed [English Contextual / Governance and mandates; Medium

Care Services in Bosnia and Herzegovina

Herzegovina

historical
review

secondary evidence

Service delivery and resources
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D33 Ruzica Tokali¢; 2021 |Antifragility of Healthcare Systems in Croatia and| Croatia and |Peer-reviewed |English Academic / Governance and mandates; Medium
Marin Vidak; Bosnia and Herzegovina: Learning from Bosnia and  [health-policy theoretical literature |Service delivery and resources
Mersiha Mahmi¢ Man-made and Natural Crises Herzegovina |article
Kaknjo; Ana
Marusi¢
D34 Izet Masic; Mirza | 2010 |Trends in Cardiovascular Diseases in Bosnia and Bosnia and  |Peer-reviewed |English Contextual / Service delivery and resources Medium
Dilic; Enver Herzegovina and Perspectives with HeartScore Herzegovina / |editorial secondary evidence
Raljevic; Dusko Programme FBiH /RS
Vulic; Dario Mott
D35 Izet Masic; 2011 |Socio-medical Characteristics of Coronary Bosnia and  |Peer-reviewed [English Contextual / Service delivery and resources Medium
Mirsad Rahimic; Disease in Bosnia and Herzegovina and the World | Herzegovina [review article secondary evidence
Mirza Dilic;
Ribana
Kadribasic; Selim
Toromanovic
D36 Aida 2023 |Public Health Dimensions of Cardiovascular FBiH Peer-reviewed |English Contextual / Governance and mandates; Medium
Ramic-Catak; Diseases Prevention and Control: Global editorial secondary evidence |Service delivery and
Senka Perspectives and Current Situation in the resources; Monitoring and
Mesihovic-Dinar Federation of Bosnia and Herzegovina reporting
evic; Besim
Prnjavorac; Nabil
Naser; Izet Masic
D37 FBiH Health 2025 |Financial Plan of the FBiH Health Insurance and FBiH Official Bosnian Domestic empirical |Financing, purchasing and High

Insurance and
Reinsurance Fund

Reinsurance Fund for 2025

financial plan

evidence

entitlements
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D38 FBiH Health 2025 |Amendments to the Financial Plan of the FBiH FBiH Official Bosnian Domestic empirical |Financing, purchasing and High
Insurance and Health Insurance and Reinsurance Fund for 2025 amended evidence entitlements
Reinsurance Fund financial plan

D39 FBiH Health 2025 |Annex I: Amendments to the Financial Plan of FBiH Official Bosnian Domestic empirical |Financing, purchasing and High
Insurance and Expenditures of the Federal Solidarity Fund for financial-plan evidence entitlements
Reinsurance Fund 2025 annex

D40 FBiH Health 2025 |Report on Execution of the 2024 Financial Plan of FBiH Official Bosnian Domestic empirical |Financing, purchasing and High
Insurance and the FBiH Health Insurance and Reinsurance Fund execution evidence entitlements; Service delivery
Reinsurance Fund report and resources

D41 FBiH Health 2026 |Decision Establishing the Consolidated Text of FBiH Official Bosnian Domestic empirical |Financing, purchasing and High
Insurance and the Tariff of Health Services in the Federation of health-services evidence entitlements; Service delivery
Reinsurance Fund Bosnia and Herzegovina tariff and resources

D42 Main Audit 2025 |Report on the Financial Audit of the Health RS Official Serbian Domestic empirical |Financing, purchasing and High
Service of the Insurance Fund of Republika Srpska for the financial audit evidence entitlements
Public Sector of Period 1 January—31 December 2024 report
Republika Srpska

D43 Republika Srpska | 2022 |Law on Mandatory Health Insurance RS Law Serbian Domestic empirical |Governance and mandates; High

evidence Financing, purchasing and
entitlements
D44 Health Insurance | 2026 |Price List of Health Services Financed from RS Official Serbian Domestic empirical |Financing, purchasing and High

Fund of
Republika Srpska

Mandatory Health Insurance Funds in Republika
Srpska

health-services
price list

evidence

entitlements; Service delivery
and resources
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D45 Government of 2024 |Decision on the List of Medicines under FBiH Official Bosnian / Domestic empirical |Financing, purchasing and High
the Federation of Mandatory Health Insurance of the Federation of medicines Croatian / evidence entitlements; Service delivery
Bosnia and Bosnia and Herzegovina reimbursement |Serbian and resources
Herzegovina list
D46 Federation of 2010 |Law on Health Care (Official Gazette of FBiH FBiH Law Bosnian Domestic empirical |Governance and mandates; High
Bosnia and No. 46/10) evidence Service delivery and
Herzegovina resources; Monitoring and
reporting
D47 Republika Srpska | 2022 |Law on Health Care (Official Gazette of RS Law Serbian Domestic empirical |Governance and mandates; High
Republika Srpska No. 57/22) evidence Service delivery and
resources; Monitoring and
reporting
D48 Public Health 2024 |Analysis of Population Health in Republic of RS Official Serbian / Contextual / Service delivery and High
Institute of the Srpska, 2024 health-status  |English secondary evidence |resources; Monitoring and
Republic of report reporting
Srpska
Table A2. Documents Excluded During Corpus Screening
Scr(;(;;ung Document Reason for Exclusion Dug‘;zzt;;ﬁ?;ted Notes
S01 (1999) Body fat in female Bosnian refugees-study in primary Clinical/anthropometric study of refugees in Sweden; does not address May be cited only for a separate clinical
health care BiH institutions, policy translation or health-system embedding. question, not this corpus
S02 (2025) WHO Health systems recovery in fragile and Wrong regional focus and no direct BiH evidence; adds little beyond D36 Can remain in the general reading but is
conflict-affected situations in the Eastern Mediterranean Region |the post-conflict literature already included. not coded
S03 (2023) journal of the academy of medical sciences of BiH Complete journal issue; the relevant CVD article is separately included D14, D15 Avoids double-counting the same article.
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Appendix B. Evidence Extraction and Coding Matrix

Table B1. Verified Evidence Records and Source Summaries

Evid D t Entity / PDF Printed P / Articl
vicence | Documen Year ity Author / Issuer Analytical Role rinted Tage Article Evidence Type Source Extract / Faithful Summary
ID ID Geography Page(s) / Table

E001 DO1 2013 |International WHO International 23-24 Health-system Normative benchmark | WHO calls for NCD prevention and management to be integrated across

benchmark response options health-system levels, with emphasis on strong primary-care networks, quality
assurance and evidence-based guidelines.

E002 DO1 2013 [International WHO International 34 Global voluntary target | Normative benchmark | The action plan specifies coverage of drug therapy and counselling for eligible
benchmark indicators high-risk people and availability of basic technologies and essential medicines.

E003 D02 2020 [International WHO International 8 Implementation roles | Operational HEARTS assigns PHC managers and providers responsibility for planning, training,
benchmark benchmark implementation and monitoring.

E004 D02 2020 [International WHO International 13 Risk-based Clinical-operational |WHO risk charts are used to initiate treatment and determine follow-up according to
benchmark management benchmark total cardiovascular risk.

E005 D02 2020 [International WHO International 21-23 Protocols and Clinical-operational |HEARTS recommends standardized national protocols, structured follow-up for
benchmark non-laboratory charts | benchmark lifestyle and medicines, and non-laboratory charts where tests are limited.

E006 D03 2021 [Europe/ European Society of  |International 10-11 Risk assessment Clinical benchmark  |ESC recommends systematic or opportunistic CVD-risk assessment in relevant

international Cardiology benchmark recommendations groups, periodic reassessment, and use of SCORE2/SCORE2-OP.
E007 D03 2021 |Europe / European Society of  |International 41 Treatment goals and Clinical benchmark | Treatment goals and intensity are linked to total risk and systolic blood pressure
international Cardiology benchmark stepwise approach through a stepwise approach.
E008 D04 2020 [International WHO Evaluation International 12 Evaluation finding on |Evaluation evidence |The evaluation reports an increase in PHC drug-therapy and counselling coverage,
Office benchmark coverage while noting that diagnosis, treatment and control were not measured.
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E009 D04 2020 [International WHO Evaluation International 18 Recommendation on | Evaluation The evaluation recommends integrating NCD services into PHC/UHC and
Office benchmark PHC integration recommendation monitoring essential medicines in PHC.
E010 D04 2020 [International WHO Evaluation International 43 Enablers and barriers | Evaluation synthesis |Strong PHC, family medicine and data systems are identified as enablers;
Office benchmark fragmented monitoring and weak PHC as barriers.
EO011 D05 2025 |International WHO International 7-9 Best buys and Economic benchmark |Hypertension treatment is presented as a WHO best buy; the report estimates a
benchmark investment return strong return from cardiovascular-disease management.
E012 D05 2025 |International WHO International 19 Government action Normative benchmark | Governments are advised to integrate NCD interventions into national budgets, PHC
benchmark and universal health coverage.
E013 D06 2024 |International WHO International 12-14 Implementation plan | Implementation WHO guidance requires an implementation plan specifying who does what and by
benchmark and governance benchmark when, supported by ministry leadership, budget, approval and a steering
mechanism.
E014 D06 2024 [International WHO International 26 Printed p.20, Implementation The guidance requires indicators, baselines and a monitoring-and-evaluation
benchmark monitoring and benchmark framework.
evaluation
EO015 D07 2000 [international / |David P. Dolowitz; Academic / 9 Degrees of policy Analytical framework |Policy transfer can range from direct copying through emulation and combination to
theoratical David Marsh theoretical transfer inspiration.
literature
EOl6 D08 2004 [international / |Diane Stone Academic / 2,8 Soft transfer and Analytical framework |Transnational networks can diffuse norms and ideas, but learning through networks
theoratical theoretical institutionalization is not automatically institutionalized.
literature
E017 D09 2009 [international / |Richard Freeman Academic / 4-5 Translation into Analytical framework |Policy implementation is treated as translation into operational practice, during
theoratical theoretical practice which meaning may be adapted, lost or newly created.
literature
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EO018 D11 1994 |international / | Gill Walt; Lucy Gilson | Academic / 1-3 Policy-analysis Analytical framework |Health-policy analysis should consider actors, processes and context alongside
theoratical theoretical framework policy content because these dimensions shape implementation outcomes.
literature
E019 D12 2005 [international / |Kent Buse: Nicholas | Academic / 9,15 Health-policy triangle | Analytical framework |The policy triangle examines interactions among content, context, processes and
theoratical Mays; Gill Walt theoretical actors.
literature
E020 D13 2010 |Europe and Kutzin, J., Cashin, C., |[Academic/ 9,25 Financing functions Analytical framework |Fragmentation and inappropriate incentives can undermine reform; health financing
Central Asia Jakab, M., & World theoretical and incentives is analysed through revenue collection, pooling, purchasing and benefit
Health Organization |literature entitlements.
E021 D16 2007 |Bosnia and Rifat A. Atun; loannis |Academic / 2-3 PHC reform design Historical empirical |BiH family-medicine reform combined organizational, financial, clinical and
Herzegovina Kyratsis; Gordan Jelic; |theoretical and entity pilots evidence relational change; pilots began in both entities and payment moved from budgets
Draazenka literature toward per-capita arrangements.
Rados-Malicbegovic;
Ipek Gurol-Urganci
E022 D16 2007 |Bosnia and Rifat A. Atun; loannis |Academic / 9 Implementation needs |Historical empirical |The study identifies referral/counter-referral and monitoring-and-evaluation systems
Herzegovina Kyratsis; Gordan Jelic; |theoretical evidence as necessary for effective implementation.
Draazenka literature
Rados-Malicbegovic;
Ipek Gurol-Urganci
E023 D17 2005 |Europe and World Bank Contextual / 13 Contracts, payment Historical policy Health funds contracted with primary-care providers; per-capita payment,
Central Asia, secondary evidence and clinical tools review service/equipment specifications, guidelines for common conditions and
including accreditation incentives were used or proposed, with a prevention/performance
Bosnia and element reported in RS.
Herzegovina
E024 D17 2005 |Europe and World Bank Contextual / 14 Referral and payment | Historical policy The review reports weak referral/counter-referral and insufficient monitoring
Central Asia, secondary evidence limitations review capacity for more advanced provider payment.
including
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Bosnia and
Herzegovina
E025 D17 2005 [Europe and World Bank Contextual / 33 Purchasing role Historical policy The health-insurance fund central office is described as setting prices, contracting
Central Asia, secondary evidence review providers and monitoring performance.
including
Bosnia and
Herzegovina
E026 D18 2002 |Bosnia and Jennifer Cain; Antonio |Contextual / 29-32 Entity organization Health-system context |RS is described as more centralized, while FBiH authority and financing are
Herzegovina Duran; Amya Fortis; |secondary evidence decentralized across cantons, with coordination and fragmentation problems.
Elke Jakubowski
E027 D18 2002 |Bosnia and Jennifer Cain; Antonio |Contextual / 42 CVD prevention Historical The review reported no substantial FBiH CVD-prevention programme at that time
Herzegovina Duran; Amya Fortis; |secondary evidence context health-system finding |despite investment in high-technology cardiac surgery.
Elke Jakubowski
E028 D19 2022 |Bosnia and European Observatory |Contextual / 9 Pooling and charges Health-system BiH had multiple insurance funds; FBiH cantonal pooling contributed to inequity,
Herzegovina on Health Systems and |secondary evidence evidence and outpatient PHC could be subject to charges.
Policies
E029 D19 2022 |Bosnia and European Observatory |Contextual / 13 Family-medicine Health-system Family-medicine teams in municipal primary-care facilities are described as first
Herzegovina on Health Systems and |secondary evidence gatekeeping evidence contact and gatekeepers.
Policies
E030 D19 2022 |Bosnia and European Observatory |Contextual / 18 Health reforms — Programme evidence |The review reports implementation of a quality-monitored CVRAM model in all
Herzegovina on Health Systems and |secondary evidence cardiovascular risk entities and Brcko District with WHO support. During 2016-2018, more than two
Policies assessment and thirds of practising family-medicine professionals were trained, and an estimated
management 2.4 million people (68% of the population) had access to standardized preventive
CVD services.
E031 D20 2024 |Bosnia and European Observatory |Contextual / 9 Pooling and PHC Health-system Pooling below entity level continues to constrain equity, while PHC has received
Herzegovina on Health Systems and |secondary evidence allocation evidence additional allocations, particularly in RS.

Policies
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E032 D20 2024 |Bosnia and European Observatory |Contextual / 12-13 PHC network and Health-system Family medicine is the core PHC model; the review reports 80 FBiH health centres

Herzegovina on Health Systems and |secondary evidence digitalization evidence and 966 units, versus 54 RS health centres plus one clinic, with unified RS
Policies electronic records/e-prescriptions and uneven FBiH canton-level digitalization.

E033 D20 2024 |Bosnia and European Observatory |Contextual / 16 Outlook — CVD risk | Health-system The review states that the entities continued working on adapting and producing

Herzegovina on Health Systems and |secondary evidence tools and prevention  |evidence tools for CVD risk assessment and management and on developing prevention
Policies programmes programmes.

E034 D21 2018 |Bosnia and WHO Country Office |Domestic empirical 3,13 CVD burden, Programme report Cardiovascular disease accounted for about half of reported deaths and was a
Herzegovina/ |in Bosnia and evidence professional training leading cause of PHC morbidity. The programme reports 2,624 professionals
FBiH Herzegovina and population access completing training—1,022 doctors and 1,602 nurses—and estimates access to

to CVRAM standardized preventive CVD services at 67.6% overall, 64.4% in RS and 70% in
FBiH.

E035 D21 2018 |Bosnia and WHO Country Office |Domestic empirical 9 CVRAM model Programme report The programme aimed to integrate, implement and evaluate quality-assured
Herzegovina/ |in Bosnia and evidence cardiovascular-risk assessment and management through family-medicine services,
FBiH Herzegovina with monitoring roles for quality agencies.

E036 D21 2018 |Bosnia and WHO Country Office |Domestic empirical 13 Approved guidance Programme output In FBiH, eight guidelines and seven patient leaflets were approved and distributed
Herzegovina/ |in Bosnia and evidence materials through five family-medicine training centres.
FBiH Herzegovina

E037 D21 2018 |Bosnia and WHO Country Office |Domestic empirical 14 Thirteen CVRAM Monitoring finding Quality agencies developed 13 CVRAM indicators, but the indicators were not
Herzegovina/ |in Bosnia and evidence indicators routinely collected; incorporation into accreditation was proposed.
FBiH Herzegovina

E038 D22 2018 |South-eastern | WHO Reginal Office |Contextual / 6 FBiH public-health Policy-dialogue The report maps public-health responsibilities in FBiH and notes that some
Europe / BiH  |for Europe secondary evidence responsibilities evidence prevention functions are delivered at PHC level.

E039 D22 2018 [South-eastern | WHO Regional Office |Contextual / 9 Public-health financing | Policy-dialogue Public-health budgets vary and the report identifies no sustainable financing
Europe / BiH | for Europe secondary evidence finding mechanism for health promotion.

E040 D22 2018 [South-eastern | WHO Regional Office |Contextual / 14 Quality and Policy-dialogue The report identifies missing explicit criteria, indicators and a stable quality
Europe / BiH  |for Europe secondary evidence monitoring framework [ finding framework.
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E041 D23 2017 |Bosnia and Swiss Agency for Domestic empirical 1-2 Project intervention Project evidence The factsheet presents training and preventive high-risk services as planned project
Herzegovina/ |Development and evidence and reach targets activities, not completed outputs. It states that the project would work directly with
FBiH /RS Cooperation 4,500 doctors and nurses and elsewhere refers to 4,500 family-medicine teams.
E042 D23 2017 |Bosnia and Swiss Agency for Domestic empirical 2 Problem statement Project context The factsheet states that PHC was oriented mainly to treatment and that prevention
Herzegovina/ |Development and evidence remained insufficient.
FBiH /RS Cooperation
E043 D24 2022 |Bosnia and European External Domestic empirical 1-2 EU health-sector Official press release |The EU announced a EUR 10 million project that included stronger preventive and
Herzegovina Action Service evidence project primary health-care services.
E044 D25 2025 |Bosnia and WHO; Bosnia and Domestic empirical 19-21 Focused cooperation | Cooperation The cooperation framework prioritizes implementation of NCD action plans and a
Herzegovina Herzegovina evidence priorities framework stronger culture of prevention at PHC level.
E045 D25 2025 |Bosnia and WHO; Bosnia and Domestic empirical 22,32 Priority 3; Annex 1 Cooperation The framework states that health information is insufficiently disaggregated,
Herzegovina Herzegovina evidence theory of change — framework cross-institution data exchange is not adequately consolidated and digitalization is
Priority 3 incomplete. Proposed outputs include an eHealth strategy and roadmap, completion
of digitalization, provider performance frameworks and integrated care pathways
with clinical decision support.
E046 D25 2025 |Bosnia and WHO; Bosnia and Domestic empirical 31 Results framework Monitoring A formal output and indicator address NCD action-plan implementation and
Herzegovina Herzegovina evidence framework mortality reduction.
E047 D26 2026 |FBiH United Nations Domestic empirical 10 Insurance coverage Investment-case The FBiH investment case estimates high insurance coverage while noting that
Interagency Task evidence evidence remaining uninsured groups impede systematic case finding.
Force on NCDs; WHO
E048 D26 2026 |FBiH United Nations Domestic empirical 11 Policy and CVRAM | Investment-case The action plan is described as general with limited monitoring capacity; CVRAM
Interagency Task evidence status evidence reached about 70% of the population, but the project ended and sustainability was
Force on NCDs; WHO uncertain.
E049 D26 2026 |FBiH United Nations Domestic empirical 30 Government policy — | Investment-case The investment case states that action-plan indicators lack specific success criteria,

Interagency Task
Force on NCDs; WHO

evidence

indicator and

finding

that no existing health-information system supports preventive services and that
data-collection methods are inconsistent across cantons.
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information-system
limitation

E050 D26 2026 |FBiH United Nations Domestic empirical 31-32 Enhanced primary Investment-case CVRAM content was developed for local needs and used SCORE in family
Interagency Task evidence health care services — |evidence medicine. By February 2018, 70% of family-medicine professionals had completed
Force on NCDs; WHO CVRAM the two-day course; by 2019, an estimated 70% of the population had access to

standardized preventive CVD/CVRAM services, while longer-term sustainability
remained uncertain.

EO051 D27 2026 [RS United Nations Domestic empirical 10 Insurance coverage Investment-case The RS investment case reports that around one quarter of people registered with
Interagency Task evidence evidence PHC were uninsured in 2020, creating a barrier to systematic case finding.
Force on NCDs; WHO

E052 D27 2026 [RS United Nations Domestic empirical 11 Policy and CVRAM Investment-case The action plan is described as broad with limited monitoring capacity; CVRAM
Interagency Task evidence status evidence access is reported at about 64% of the population.
Force on NCDs; WHO

EO053 D27 2026 [RS United Nations Domestic empirical 31 Routine information Investment-case Outpatient and family-medicine information systems exist, but routine NCD metrics
Interagency Task evidence gap finding are described as insufficient.
Force on NCDs; WHO

E054 D27 2026 [RS United Nations Domestic empirical 33 Local CVRAM Investment-case CVRAM was locally developed around SCORE for family medicine, reaching
Interagency Task evidence adaptation evidence approximately 64% of the population, while sustainability remained uncertain.
Force on NCDs; WHO

E055 D28 2020 |FBiH Institute for Public Contextual / 12 FBiH PHC Official health-status | The report describes uneven implementation of family medicine and differences in
Health of the secondary evidence organization report access across FBiH.
Federation of Bosnia
and Herzegovina

E056 D28 2020 |FBiH Institute for Public Contextual / 63,108 |NCD morbidity; PHC |Official health-status |In 2020, hypertensive diseases and diabetes were among the most commonly

Health of the
Federation of Bosnia
and Herzegovina

secondary evidence

workforce

report

registered NCDs in PHC, cardiovascular diseases accounted for 19.7% of total PHC
morbidity, and PHC employed 1,891 medical doctors and 3,289 nurses/technicians.
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E057 D29 2021 |FBiH Institute for Public Contextual / 113 Family medicine Official health-status |In 2021, family medicine employed 1,004 doctors, including 400 family-medicine
Health of the secondary evidence workforce and training |report specialists, and 1,799 nurses/technicians; 1,309 nurses/technicians (72.8%) had
Federation of Bosnia mix completed additional family-medicine training (PAT).
and Herzegovina
E058 D29 2021 |FBiH Institute for Public Contextual / 114 Family medicine visits | Official health-status |Public-sector family medicine recorded 7,086,212 doctor visits in 2021 and 99,280
Health of the secondary evidence and systematic adult | report systematic health check-ups of the adult population, compared with 121,759 such
Federation of Bosnia health check-ups check-ups in 2020.
and Herzegovina
E059 D30 2025 |FBiH Institute for Public Contextual / 96, 99 PHC overview; Table |Official statistical For 2024, the yearbook reports PHC through 80 health centres with 1,954 doctors
Health of the secondary evidence 21 family medicine yearbook (1,412 specialists) and 3,536 health technicians. Table 21 separately records 1,094
Federation of Bosnia services physicians in family medicine, including 920 specialists, and 1,725
and Herzegovina nurses/technicians.
E060 D30 2025 |FBiH Institute for Public Contextual / 126 Table 37 — registered |Official statistical Table 37 reports 276,592 persons/cases registered in PHC with circulatory-system
Health of the secondary evidence chronic NCDs in PHC |yearbook disease in 2024 (1,290 per 10,000), compared with 308,201 (1,433 per 10,000) in
Federation of Bosnia 2023, and presents the values by canton.
and Herzegovina
E061 D31 2012 |Bosnia and Bosnia and Domestic empirical 16 RS family-medicine Official treaty report |The RS family-medicine ambulanta is described as providing health promotion,
Herzegovina/ |Herzegovina evidence service prevention and early detection.
FBiH /RS
E062 D31 2012 |Bosnia and Bosnia and Domestic empirical | 18-19,26 |RS insurance rights; Official treaty report | The report describes contribution-linked RS insurance with protected exceptions
Herzegovina/ |Herzegovina evidence entity benefit-package and an insured benefit including preventive care, family-medicine examination,
FBiH /RS decisions diagnostics and medicines. It also reports entity decisions establishing FBiH basic
and RS minimum PHC packages for insured and uninsured people and rules on
maximum cost sharing and exemptions.
E063 D34 2010 |Bosnia and Izet Masic; Mirza Contextual / 1,4 HeartScore adaptation |Secondary technical |HeartScore was adapted to local languages and designed for use in medical practice,

Herzegovina /
FBiH /RS

Dilic; Enver Raljevic;
Dusko Vulic; Dario
Mott

secondary evidence

>

evidence

with high-risk charts and patient-oriented outputs.
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E064 D35 2011 |Bosnia and Izet Masic; Mirsad Contextual / 12 Role of family Secondary clinical The article calls for family physicians to assess coronary risk using an algorithm
Herzegovina Rahimic; Mirza Dilic; |secondary evidence physicians commentary adaptable to local conditions.

Ribana Kadribasic;
Selim Toromanovic

E065 D36 2023 |FBiH Aida Ramic-Catak; Contextual / 5 FBiH NCD Action Secondary policy The article describes the FBiH NCD Action Plan as including improved monitoring,
Senka secondary evidence Plan description commentary a CVD registry, periodic population studies of risk-factor trends, increased access to
Mesihovic-Dinarevic; PHC preventive services related to CVD risk factors and health promotion.
Besim Prnjavorac;
Nabil Naser; Izet
Masic

E066 D36 2023 |FBiH Aida Ramic-Catak; Contextual / 5 Planned/recommended | Secondary policy The article reports that the FBiH public-health institute planned to update existing
Senka secondary evidence guideline update commentary CVD guides with relevant institutions and associations, and the authors recommend
Mesihovic-Dinarevic; alignment with recent ESC and WHF guidance.
Besim Prnjavorac;
Nabil Naser; Izet
Masic

E067 D38 2025 |FBiH FBiH Health Insurance | Domestic empirical 7 Preventive Official financial-plan | The 2025 rebalance retains the general ‘Preventive programmes’ line at KM
and Reinsurance Fund |evidence programmes budget amendment 300,000; the execution and change columns are blank and the revised amount equals

line in rebalance table the original amount.

E068 D40 2025 |FBiH FBiH Health Insurance | Domestic empirical 26 Specialist expenditure | Official execution The report states that cardiology and cardiac-surgery services represented 60.03% of
and Reinsurance Fund |evidence boundary report spending within the reported health-services programme.

E069 D41 2026 |FBiH FBiH Health Insurance | Domestic empirical 4 PHC tariff entries Official tariff The FBiH tariff includes general PHC examinations and individual/group health
and Reinsurance Fund |evidence counselling.

E070 D41 2026 |FBiH FBiH Health Insurance | Domestic empirical 5 Codes 101070-101071 | Official tariff The tariff lists ECG recording (5 points) and ECG interpretation (7 points).

and Reinsurance Fund

evidence
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E071 D41 2026 |FBiH FBiH Health Insurance | Domestic empirical 98 Section 4021 Primary | Official tariff In the primary-care biochemical laboratory section, the tariff lists glucose testing
and Reinsurance Fund [evidence health care, codes (codes 402102-402103) and total-cholesterol testing (codes 402108-402109).
402102-402109
E072 D42 2025 |RS Main Audit Service of |Domestic empirical 18 PHC contracting and | Official financial The RS Fund uses fixed annual-budget financing for PHC and providers invoice one
the Public Sector of evidence fixed annual-budget audit twelfth of the contracted annual amount each month; the audit states that invoices
Republika Srpska invoicing are not based on the quantity or value of services actually delivered and do not
reflect the substance of monthly business events.
E073 D42 2025 |RS Main Audit Service of |Domestic empirical 19 PHC transfers Official financial The audit reports PHC-level transfers of KM 250,024,238, comprising PHC
the Public Sector of evidence audit services, prescription medicines and other PHC items.
Republika Srpska
E074 D42 2025 [RS Main Audit Service of |Domestic empirical 30 Audit disclosure Official financial The audit notes that explanations for significant differences in budget execution
the Public Sector of evidence limitation audit were not adequately disclosed.
Republika Srpska
E075 D43 2022 |RS Republika Srpska Domestic empirical 5 Articles 27 and 29 Law The reviewed RS law includes health promotion/prevention, diagnosis/treatment
evidence and medicines among insured benefits, and provides access to PHC through a
registered family-medicine, paediatric or gynaecology team.
E076 D43 2022 |RS Republika Srpska Domestic empirical 5 Article 30(1)-(5) Law Article 30 requires annual programmes for prevention and early detection of mass
evidence NCDs: the Public Health Institute proposes the programme by 30 September, the
minister adopts it by 31 December after the Fund Board’s opinion, contracted health
institutions implement it, and funding may come from the Republic budget, the
Fund, donations and other sources.
E077 D43 2022 [RS Republika Srpska Domestic empirical 7 Articles 38-39 Law The law separates prescription medicines, medicines for family-medicine

evidence

ambulanta/dom zdravlja use, hospital-use medicines, and
cytotoxic/biological/related programmes. The Fund finances prescription and
specified programme medicines, while provider institutions finance ambulatory and
hospital stocks; the Fund Board, with ministerial consent, governs list content and
changes.
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E078 D44 2026 [RS Health Insurance Fund |Domestic empirical 1 Family-medicine Official price list The January 2026 RS price list includes first and follow-up family-medicine
Republika Srpska evidence service group examinations, ECG, home visits and e-prescription of continuing therapy.

E079 D44 2026 [RS Health Insurance Fund |Domestic empirical 1 Code 0009003 Official price list Under family-medicine prevention, code 0009003 is cardiovascular-risk screening
Republika Srpska evidence and early detection, priced at 50.00.

E080 D44 2026 [RS Health Insurance Fund |Domestic empirical 3 Section 1130 Official price list The primary-level laboratory section prices glucose (code 1130380), total
Republika Srpska evidence Primary-level cholesterol (1130390) and a lipid-status panel covering triglycerides, total

laboratory diagnostics cholesterol, HDL and LDL (1130392).

E081 D45 2024 |FBiH Government of the Domestic empirical 7 Points VIII and X Official medicines list [ The Federal A list must be included in every cantonal positive list with 100%
Federation of Bosnia |evidence canton insurance-fund participation, while inclusion of the B list is optional and
and Herzegovina conditional on financing; cantons must align their lists within 60 days.

E082 D45 2024 |FBiH Government of the Domestic empirical 12-14 Federal A list, ATC Official medicines list | The mandatory A list includes multiple outpatient cardiovascular medicines,
Federation of Bosnia |evidence cardiovascular section including beta-blockers, calcium-channel blockers, ACE inhibitors and
and Herzegovina combinations, angiotensin-receptor blockers and simvastatin.

E083 D45 2024 |FBiH Government of the Domestic empirical 20-21 Federal B list Official medicines list | The optional B list includes additional lipid-lowering and combination
Federation of Bosnia |evidence antihypertensive products.
and Herzegovina

E084 D46 2010 |FBiH Federation of Bosnia | Domestic empirical 13 Articles 33-34 Law The FBiH health-care law defines PHC to include family medicine,
and Herzegovina evidence population-health monitoring, prevention/treatment/rehabilitation and

detection/control of NCD risk factors, delivered through team work.

E085 D46 2010 |FBiH Federation of Bosnia | Domestic empirical 20 Articles 61-62 Law Articles 61-62 provide that health institutions may be financed from public budgets,
and Herzegovina evidence health-insurance funds, donations and other sources, including contracts with

entity/cantonal insurance funds and health ministries.

E086 D46 2010 |FBiH Federation of Bosnia | Domestic empirical 37-39 Articles 116 and 119 |Law The federal public-health institute is mandated to conduct health-statistical and

and Herzegovina

evidence

risk-factor surveys, evaluate preventive programmes, develop/manage the
health-information system and maintain population disease registries; cantonal
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institutes monitor health and participate in prevention and early detection of chronic
mass diseases.

E087 D47 2022 |RS Republika Srpska Domestic empirical 6 Articles 34-35 Law The RS law provides for annual programmes for prevention and early detection of
evidence major NCDs, involving the Fund and public-health institute, and affirms patient
choice of family medicine.
E088 D47 2022 [RS Republika Srpska Domestic empirical 11-12 Articles 57-58 Law PHC includes health promotion, education, prevention, risk detection/control and
evidence team-based delivery, accessed through a registered team led by a family-medicine
specialist.
E089 D47 2022 [RS Republika Srpska Domestic empirical 13 Article 69 Law Dom zdravlja institutions provide PHC and must plan, monitor, analyse, evaluate
evidence and report on population health.
E090 D47 2022 |RS Republika Srpska Domestic empirical 29 Articles 167-168 Law Health institutions must maintain medical documentation and submit reports. The
evidence law states that an integrated health-information system is established and
developing, assigns the Fund to establish, operate, maintain and develop it, and
links providers, the Fund and other participants.
E091 D48 2024 |RS Public Health Institute |Contextual / 52 PHC network and Official health-status |RS reported 54 dom zdravlja institutions plus one family-medicine ambulanta,
of Republic of Srpska |secondary evidence reporting flow report 3,922 PHC health workers, and reporting flows to regional public-health centres.
E092 D48 2024 |RS Public Health Institute |Contextual / 54 Table 3.1.1 Official health-status | The family-medicine service reports 603 doctors (172 general practitioners, 62 in
of Republic of Srpska [secondary evidence report specialist training and 369 specialists), 110 higher-education health workers and
1,081 secondary-education health workers, with counts broken down by Institute
regional centre.
E093 D48 2024 |RS Public Health Institute |Contextual / 55-56 Table 3.1.2; Table Official health-status |Family medicine recorded 4,077,831 office visits, 1,211,892 first visits and 335
of Republic of Srpska [secondary evidence |(methodolog |3.1.3.1; methodology |report systematic examinations; all 335 systematic examinations were reported in Banja
y 7-11)  |definitions Luka. Circulatory-system diagnoses numbered 187,201 (13.79% of 1,357,814

registered diagnoses).
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E094 DO1 2013 [International WHO International 8 Action Plan paragraph | Normative benchmark [WHO states that the global framework must be adapted to regional and national
benchmark 13 - adaptation to legislation, priorities, health-system form and capacity because no single action-plan
regional and national formulation fits every country.
contexts
E095 D01 2013 |International WHO International 23 Objective 4 - financing | Normative financing | The plan recommends replacing reliance on point-of-service user fees with pooling
benchmark policy options benchmark and prepayment, prioritizing cost-effective NCD prevention and care within
progress toward UHC, and developing financial-risk-protection mechanisms.
E096 D02 2020 |International WHO International 8,11 Country adaptation Implementation HEARTS requires country-level adaptation and states that facility level, treatment
benchmark and local benchmark thresholds, protocol design, follow-up intervals and logistics should be defined in
implementation the local context, informed by country implementation research.
decisions
E097 D02 2020 |International WHO International 24 Annex 1 - GBD Clinical-operational | The HEARTS annex assigns Bosnia and Herzegovina to the Central Europe GBD
benchmark regional groups benchmark region for both laboratory-based and non-laboratory WHO CVD risk charts.
E098 D03 2021 |Europe / European Society of  |International 20 Figure 3 - Clinical benchmark | The 2021 ESC guideline places Bosnia and Herzegovina in the high-risk country
international Cardiology benchmark SCORE2/SCORE2-OP group used for SCORE2/SCORE2-OP risk estimation.
country risk regions
E099 D04 2020 [International WHO Evaluation International 43 Table 3 - resource and |Evaluation synthesis |Member-State feedback identifies a gap between policy declarations and sustainable
Office benchmark decentralized-system resources, including missing budget lines, and notes that federal or decentralized
implementation systems may face differing subnational priorities and funding that complicate a
barriers coordinated approach.
E100 D06 2024 [International WHO International 7 Introduction - meaning | Implementation WHO defines guideline adaptation as a structured response to organizational and
benchmark and scope of guideline |benchmark local context, updated research evidence and locally relevant evidence; adaptation
adaptation may, but does not necessarily, change the original recommendations.
E101 D07 2000 [international / |David P. Dolowitz; Academic / 9-12 Policy-transfer Analytical framework |Dolowitz and Marsh place transfer on a continuum from voluntary lesson-drawing
theoratical David Marsh theoretical continuum and to direct coercion, with treaty obligations, conditionality and
literature actor-dependent international-organization involvement creating mixed forms whose character can

coercion

change by actor and over time.
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E102 D07 2000 [international / |David P. Dolowitz; Academic / 13 Policy transfer and Analytical framework |The framework identifies three transfer-failure mechanisms: insufficient information
theoratical David Marsh theoretical policy failure about the source arrangement, omission of crucial components, and inadequate
literature attention to economic, social, political or ideological differences between source and
recipient contexts.
E103 D08 2004 |international / |Diane Stone Academic / 9 Selective borrowing Analytical framework |Stone explains that actors may borrow selectively from several jurisdictions,
theoratical theoretical and hybridization producing hybrids and adaptive innovation intended to fit local conditions rather
literature than transferring a single intact model.
E104 D10 2007 |international / |Lendvai and Stubbs Academic / 2-3 Introduction - Analytical framework |Lendvai and Stubbs frame transnational reform in Central and South Eastern Europe
theoratical theoretical transnational reform in as translation produced through encounters among supranational, national and
literature Central and South non-state actors, involving mediation, dialogue, compromise and resistance rather
Eastern Europe than one-way transfer.
E105 D10 2007 [international / |Lendvai and Stubbs Academic / 7-10, 14-15, |Policy translation - Analytical framework |The authors define translation as an active process that transfers and transforms
theoratical theoretical 27-28 transformation, meaning, makes front-line implementation and intermediaries visible, and
literature implementation and continually reshapes policy content, technologies and instruments through
situated agency negotiation, enactment, power and situated agency.
E106 D12 2005 [international / |Kent Buse: Nicholas |Academic/ 127, Chapter 7 - Analytical framework |The textbook treats implementation as the gap between policy expectations and
theoratical Mays; Gill Walt theoretical 130-132  |implementation gap, results: top-down accounts emphasize clear objectives, resources, incentives,
literature top-down requirements authority and monitoring, while bottom-up accounts show that front-line actors can
and bottom-up reshape policy and that centre-periphery implementation depends on funding
discretion control, legal responsibilities, operating rules, audit and incentives.
E107 D13 2010 |Europe and Kutzin, J., Cashin, C., |Academic / 152-153  |BiH case example — | Historical financing |The BiH case describes 13 health-insurance funds, small pools and no effective
Central Asia Jakab, M., & World theoretical pooling and solidarity |case evidence reallocation as sources of geographic inequity; it also reports that the FBiH
Health Organization literature Solidarity Fund received 8% of cantonal contributions for specified high-cost
treatments and medicines.
E108 Dl6 2007 |Bosnia and Rifat A. Atun; loannis |Academic / 4 Reform content — Historical empirical | The reform model used insurer-provider contracts to define PHC scope,
Herzegovina Kyratsis; Gordan Jelic; |theoretical contracts, guidelines | evidence incorporated locally developed evidence-based guidelines into law, linked facilities
Draazenka literature and prevention to accreditation/equipment requirements and expanded health education, promotion

and prevention.
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Rados-Malicbegovic;
Ipek Gurol-Urganci

E109 D17 2005 [Europe and World Bank Contextual / 13 BiH case summary — | Historical policy The review reports that laws in both entities specified allocation of 40% of
Central Asia, secondary evidence statutory PHC review health-insurance revenues to primary care.
including allocation
Bosnia and
Herzegovina

E110 D17 2005 |Europe and World Bank Contextual / 94, 96 Annex — sample Historical contract The sample FBiH contract allocates 40% of physician time to prevention and
Central Asia, secondary evidence FBiH primary-care evidence provides for systematic checks and programmes addressing health risk factors.
including contract
Bosnia and
Herzegovina

Elll D17 2005 [Europe and World Bank Contextual / 98-99 Annex — FBiH Historical contract The sample FBiH contract requires monthly reporting on referrals, medicine use,
Central Asia, secondary evidence contract reporting and | evidence hypertension/chronic disease and health-promotion activity, with
including control health-insurance-fund review and control.
Bosnia and
Herzegovina

El112 D17 2005 |Europe and World Bank Contextual / 103-105 |Annex — sample RS | Historical contract The sample RS contract refers to NCD/CVD programmes and requires health
Central Asia, secondary evidence primary-care contract |evidence promotion, risk-factor reduction, record keeping and reporting by family-medicine
including providers.
Bosnia and
Herzegovina

E113 D18 2002 |Bosnia and Jennifer Cain; Antonio |Contextual / 70 Health information Historical The review identifies FBiH health-information-system weaknesses in staff skills,
Herzegovina Duran; Amya Fortis; |secondary evidence systems health-system finding |equipment, links among institutions and uniform indicator standards.

Elke Jakubowski
El14 D18 2002 |Bosnia and Jennifer Cain; Antonio |Contextual / 73 RS PHC reform under |Historical Under the 1999 RS framework, family medicine was assigned a gatekeeping role

Herzegovina

Duran; Amya Fortis;
Elke Jakubowski

secondary evidence

the 1999 law

health-system finding

and duties to detect and reduce NCD risk, but the review states that the model had
not been implemented throughout the territory.
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E115 D19 2022 |Bosnia and European Observatory |Contextual / 7-8 Coverage and access | Health-system The review reports 2020 health-insurance coverage of about 87% in FBiH and 74%
Herzegovina on Health Systems and |secondary evidence evidence in RS and explains that PHC registration and insurance status can affect formal
Policies access to services.
El16 D19 2022 |Bosnia and European Observatory |Contextual / 18 Entity NCD action Policy-plan evidence |The review states that the FBiH 2019-2025 and RS 2019-2026 NCD action plans
Herzegovina on Health Systems and |secondary evidence plans and CVRAM were modelled on the WHO European action plan and aimed to scale CVRAM to
Policies scale-up the entire population.
E117 D19 2022 |Bosnia and European Observatory |Contextual / 19 Tobacco control and Health-system The review states that family doctors in both entities offer smoking-cessation
Herzegovina on Health Systems and |secondary evidence cessation services evidence consultations.
Policies
E118 D20 2024 |Bosnia and European Observatory |Contextual / 13 2024-2026 reform Health-system plan The 2024-2026 reform agenda includes an objective to develop comprehensive
Herzegovina on Health Systems and |secondary evidence objectives evidence NCD prevention programmes alongside health-system digitalization.
Policies
E119 D21 2018 |Bosnia and WHO Country Office |Domestic empirical 12 Smoke-free PHC Programme result A ten-month smoke-free PHC-institution pilot targeting health workers reported quit
Herzegovina/ |in Bosnia and evidence institution pilot rates of 7.2% in FBiH and 20.2% in RS.
FBiH Herzegovina
E120 D21 2018 |Bosnia and WHO Country Office |Domestic empirical 12 BiH CVRAM/SCORE |Programme design The BiH CVRAM package uses SCORE-based variables—sex, age, cholesterol,
Herzegovina/ |in Bosnia and evidence package systolic blood pressure and smoking—and addresses related metabolic and
FBiH Herzegovina behavioural risks in family medicine.
E121 D21 2018 |Bosnia and WHO Country Office |Domestic empirical 12-13 RS guidance and Programme output In RS, seven guidelines and eleven patient leaflets were approved and distributed
Herzegovina/ |in Bosnia and evidence dissemination route through two family-medicine training centres and the RS public-health institute.
FBiH Herzegovina
E122 D25 2025 |Bosnia and WHO; Bosnia and Domestic empirical 31 Annex | theory of Strategic results The cooperation framework proposes institutionalizing and rolling out
Herzegovina Herzegovina evidence change — Priority 2 framework community-based, PHC facility-located Centres for Health Promotion and Disease

Prevention, with utilization of PHC promotion/prevention programmes and
individual services as an outcome indicator.
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E123 D28 2020 |FBiH Institute for Public Contextual / 64 Section 2.4.4 Routine statistical The 2020 report records 113,484 adults aged over 18 receiving some preventive
Health of the secondary evidence Preventive activities evidence examination (6.5% of adults); elevated blood pressure was found in 9,267 examined
Federation of Bosnia people (8.2%), obesity in 8,714 (7.7%) and tobacco use in 8,224 (7.2%).
and Herzegovina
E124 D29 2021 |FBiH Institute for Public Contextual / 59 Section 2.4.1 Official report The report recommends prevention programmes and risk-factor campaigns together
Health of the secondary evidence Cardiovascular recommendation with routinely available blood-pressure, cholesterol and blood-sugar control to help
Federation of Bosnia diseases reduce CVD burden.
and Herzegovina
E125 D31 2012 |Bosnia and Bosnia and Domestic empirical 26 PHC financing reform |Historical financing |The 2012 treaty report states that introduction of a PHC per-capita payment system
Herzegovina/ |Herzegovina evidence statement evidence was in progress with support from the Health Sector Enhancement Project.
FBiH /RS
E126 D43 2022 [RS Republika Srpska Domestic empirical 9 Articles 45-47 Law The Fund Board adopts the health-service nomenclature and price list, the Fund
evidence contracts health institutions, and the Fund must monitor execution of contracted
obligations and use of insurance funds.
E127 D43 2022 |RS Republika Srpska Domestic empirical 19-20 Article 98 Law Article 98 assigns the Fund responsibility to organize and develop the integrated
evidence health-information system, link provider and Fund systems, centralize data, and
support electronic prescriptions, referrals, appointments, waiting lists and health
records.
E128 D47 2022 |RS Republika Srpska Domestic empirical 13 Article 69(5) Law Article 69 requires each dom zdravlja to organize a multidisciplinary centre for

evidence

health promotion and prevention of diseases, injuries and conditions.
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Table B2. Analytical Coding, Interpretation and Caveats
Evid Ti lati Embeddi Evid
vicence Institutional Interpretation Domain Benchmark / Observable Element ransiation mbedding vidence Caveat / Limitation
1D Pattern Level Strength

E001 [ Defines the expected PHC delivery architecture Service delivery and | NCD prevention/management integrated into |N/A - N/A High Global guidance; not evidence of implementation in BiH.
against which domestic arrangements are compared. |resources PHC; quality-assured protocols benchmark

E002 [Provides observable access and treatment Monitoring and High-risk treatment/counselling coverage;  |N/A - N/A High Global target definitions; domestic denominators and
benchmarks for PHC-based CVD risk management. |reporting essential medicine/technology availability ~ |benchmark measurements may differ.

E003 | Shows that implementation requires named Governance and Assigned PHC implementation and N/A - N/A High Technical package; not country-specific.
operational actors, not only a clinical guideline. mandates monitoring responsibility benchmark
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E004 | Defines the clinical decision rule expected in Service delivery and | Total-risk assessment linked to treatment and | N/A - N/A High Clinical benchmark; local adoption must be evidenced
standardized PHC risk management. resources follow-up benchmark separately.

E005 | Offers adaptable tools for routine PHC delivery under | Service delivery and | Standard protocol; follow-up interval; N/A - N/A High Options require national or entity-level authorization and
different resource constraints. resources resource-appropriate risk chart benchmark implementation.

E006 | Supplies a European reference for who should be Service delivery and |Risk-assessment eligibility, interval and tool |N/A - N/A High European guideline; not automatically applicable in BiH
assessed and by which risk model. resources benchmark without adaptation.

E007 | Connects risk stratification to treatment escalation, an | Service delivery and | Risk-linked treatment intensity and stepwise [N/A - N/A High Clinical guidance only; implementation and financing are
observable feature of protocol design. resources targets benchmark separate questions.

E008 | Demonstrates both a measurable PHC indicator and a | Monitoring and Coverage measured; cascade outcomes N/A - N/A High Global evaluation result; not a BiH estimate.
major monitoring limitation. reporting missing benchmark

evaluation

E009 | Reinforces routine integration and medicine Monitoring and PHC integration; essential-medicine N/A - N/A High Recommendation rather than domestic evidence.
availability as implementation observables. reporting monitoring benchmark

E010 |Provides a structured lens for interpreting BiH Governance and PHC strength, family medicine and N/A - N/A High Cross-country evaluation synthesis.
fragmentation and information-system gaps. mandates data-system capacity benchmark

EO011 | Supports prioritizing PHC hypertension/CVD Financing, Budget priority and economic case for CVD |N/A - N/A High Global modelling; the reported return is not a BiH-specific
management in purchasing and budgeting analysis. purchasing and management benchmark estimate.

entitlements

E012 | Defines budgetary and organizational embedding Financing, Explicit budget and PHC/UHC integration  |N/A - N/A High Normative recommendation.

expected for sustainability. purchasing and benchmark
entitlements

E013 | Defines governance observables for moving from Governance and Named actors, timeline, budget, approval N/A - N/A High Guideline-adaptation guidance; not evidence of a BiH

guideline text to delivery. mandates and steering body benchmark programme.
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EO014 | Makes measurement design part of institutional Monitoring and Indicators, baseline and M&E plan N/A - N/A High PDF p.26 corresponds to printed p.20.
embedding rather than an optional afterthought. reporting benchmark

EO015 |Provides categories for distinguishing literal adoption | Theory Transfer mode Framework N/A Medium |Conceptual literature; not empirical evidence about BiH.
from selective adaptation. source

E016 | Separates exposure to international ideas from Theory Network-mediated transfer versus Framework N/A Medium |Conceptual literature; application to BiH is analytical.
durable domestic embedding. institutionalization source

EO017 | Justifies coding domestic instruments for adaptation | Theory Operational translation and transformation  |Framework N/A Medium Conceptual literature; not evidence of domestic action.
and omission instead of assuming faithful replication. source

EO018 | Supports coding mandates and instruments together | Theory Content-context-process-actors Framework N/A Medium  |Conceptual framework; not empirical evidence about BiH.
with institutional context and implementing actors. source

E019 | Provides the organizing framework for interpreting | Theory Content-context-process-actors Framework N/A Medium | Conceptual framework; not empirical evidence about BiH.
why formally similar instruments may operate source
differently in FBiH and RS.

E020 |Provides categories for comparing entity-level Financing, Pooling, purchasing, benefits and incentives |Framework N/A High Comparative financing framework; not a BiH-specific
pooling, purchasing and entitlement arrangements. purchasing and source finding.

entitlements

E021 | Shows that PHC reform was a multi-level innovation |Governance and Family-medicine reform architecture and Adaptation 2 High Historical evidence from the early reform period; not
with entity-level implementation paths. mandates payment change current 2024-2026 status.

E022 | Documents organizational conditions that can limit | Monitoring and Referral feedback and M&E systems Adaptation 1 High Historical analysis; current status requires later sources.
routine integration even after formal reform. reporting

E023 | Links purchasing arrangements to family-medicine Financing, Contract, capitation, prevention incentive Adaptation 2 Medium  |2005 case study; implementation varied and later rules may
organization and quality tools. purchasing and and guideline tools differ.

entitlements
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E024 | Shows that payment reform was constrained by Monitoring and Referral feedback and payment-monitoring |Omission/ga 1 Medium  |Historical limitation; not evidence of current absence.
information and coordination capacity. reporting capacity P
(documented
)
E025 |Identifies the purchaser functions relevant to later Financing, Price setting, contracting and monitoring Adaptation 2 Medium  |Historical institutional description.
tariff and audit evidence. purchasing and
entitlements
E026 |Establishes the institutional contrast that can shape Governance and Centralization, decentralization and N/A - N/A High 2002 review; used only as historical context.
policy translation and implementation consistency. mandates coordination context
E027 [Illustrates a historical imbalance between prevention |Service delivery and | Prevention versus hospital-technology Omission/ga 0 High Historical 2002 observation; must not be presented as
and specialist care. resources priority P current.
(documented
)
E028 [ Shows how fragmented pooling and cost sharing can |Financing, Pooling level, equity and PHC charges Adaptation 2 High Secondary health-system review.
affect equitable PHC access. purchasing and
entitlements
E029 [Indicates formal positioning of family medicine Service delivery and | First-contact and gatekeeping function Adaptation 2 High Secondary review; actual access and continuity may vary.
within the care pathway. resources
E030 [ Shows substantial project-supported diffusion of a Service delivery and | Trained teams and population access to Adaptation 0 High Training and estimated access do not establish utilization,
PHC CVD-risk tool. resources standardized CVRAM treatment/control outcomes, routine financing or
post-project sustainability.
E031 |Links institutional fragmentation and budget Financing, Pooling level and PHC allocation Adaptation 2 High Secondary system review; does not quantify CVD-specific
allocation to PHC capacity. purchasing and PHC spending.
entitlements
E032 | Shows comparable PHC organizational structures but | Monitoring and PHC network and interoperable routine Adaptation 2 High Secondary review; FBiH conditions vary by canton and no

different degrees of information-system integration.

reporting

information systems

canton mini-case is undertaken.
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E033 | Indicates continuing policy attention to risk-based Service delivery and | CVD-risk assessment and management tools | Adaptation High The wording describes ongoing development, not confirmed
PHC CVD care. resources (ongoing/pla continued use, completed implementation, routine coverage,

nned) financing or outcomes.

E034 | Provides the primary programme report of workforce |Service delivery and | Trained professionals and entity-level Adaptation High Training completion and estimated access do not establish
reach and entity-level access while distinguishing resources population access to CVRAM actual use, competence, treatment/control outcomes, routine
diffusion from routine institutionalization. financing or sustainability.

E035 | Shows explicit translation of international CVD-risk | Governance and Integrated CVRAM model and assigned Adaptation High Project design/reporting; routine post-project embedding
management into a domestic PHC delivery model. mandates monitoring actor must be demonstrated separately.

E036 |Demonstrates locally approved clinical and Service delivery and | Approved guidance, education materials and | Adaptation High Approval and distribution do not establish universal use.
patient-facing tools plus a training channel. resources training infrastructure

E037 | This is a documented gap between project Monitoring and Routine collection and accreditation use of |Omission/ga High The statement reflects the reporting period in 2018.
measurement design and routine institutional reporting CVRAM indicators p
reporting. (documented

)

E038 |Locates prevention within a fragmented multi-level | Governance and Allocation of prevention functions to PHC | Adaptation High Secondary policy-dialogue report; not a legal-text
governance structure. mandates substitute.

E039 [Documents a financing weakness relevant to durable |Financing, Stable financing for health promotion Omission/ga High Regional policy-dialogue evidence; not a complete
PHC prevention. purchasing and P expenditure audit.

entitlements (documented
)

E040 | Shows that formal responsibilities were not matched | Monitoring and Explicit criteria, indicators and quality Omission/ga High Finding reflects the 2018 dialogue period.

by a complete routine accountability system. reporting framework P
(documented
)
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E041 | Shows external support for translating prevention into | Service delivery and | Training and high-risk preventive services | Adaptation Low Project factsheet and targets only; the inconsistent 4,500
PHC workforce practice. resources (planned) denominator (people versus teams) prevents a precise reach

claim, and no completion or outcome is established.

E042 | Provides the programme's stated rationale for Service delivery and | Balance between treatment and prevention  |Omission/ga Low Advocacy/project framing with low evidentiary strength.
strengthening PHC prevention. resources P

(programme-
stated)

E043 [Indicates external investment intent relevant to PHC |Financing, Externally financed PHC/prevention support |Adaptation Low Press release and project intent; no implementation outcome
reform. purchasing and is established.

entitlements

E044 [Places PHC NCD prevention within an endorsed Governance and NCD action-plan implementation and PHC | Adaptation High Strategic commitment; delivery instruments and budgets
medium-term cooperation agenda. mandates prevention require separate evidence.

E045 | Documents both diagnosed system gaps and the Monitoring and Information-system gaps; eHealth roadmap; |Adaptation High Framework-level diagnosis and proposed outputs; the pages
planned monitoring, digital-care and continuity reporting performance frameworks; integrated care with are not a technical interoperability audit and do not prove
mechanisms intended to address them. pathways documented completed systems, functional integrated pathways,

gap provider participation or CVD-specific data exchange.

E046 | Provides an explicit results chain, but not detailed Monitoring and Formal NCD output and outcome indicator | Adaptation High High-level indicator may not reveal PHC delivery
PHC process indicators. reporting processes.

E047 [Identifies entitlement gaps as a barrier to Financing, Insurance coverage and case-finding reach ~ |Omission/ga High Modelled/compiled investment-case evidence; not a direct
population-wide PHC detection. purchasing and p administrative microdataset.

entitlements (documented
)

E048 | Separates broad policy adoption and project diffusion | Governance and Specificity, monitoring capacity and Adaptation High Secondary synthesis in the investment case.
from durable institutional embedding. mandates CVRAM sustainability with

documented
gap
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E049 | Documents a monitoring omission that limits Monitoring and Specific PHC prevention indicators and Omission/ga High An investment-case assessment based partly on interviews;
accountability for PHC NCD prevention. reporting routine data P it does not establish that no preventive data exist in every
(documented institution. The PDF body does not print a publication year;
) the 2026 label comes from the locked corpus/file metadata
and was not independently confirmed from the document
text.

E050 | Strong evidence of adaptation and scale-up, but Service delivery and |Local tool adaptation, training, coverage and | Adaptation High The professional-training proportion and population-access
incomplete evidence of routine financing and resources sustainability estimate are separate measures; neither establishes actual
continuation. use, treatment or control outcomes. The PDF body does not

print a publication year; the 2026 label comes from the
locked corpus/file metadata and was not independently
confirmed from the document text.

E051 | Shows how entitlement gaps can constrain preventive | Financing, Insurance coverage and case-finding reach ~ |Omission/ga High 2020 estimate reported in a 2026 investment case.
population management even where PHC registration | purchasing and P
exists. entitlements (documented

)

E052 [Indicates policy adoption and project reach without | Governance and Plan specificity, monitoring capacity and Adaptation High Secondary synthesis; access is not utilization or outcome
complete accountability architecture. mandates CVRAM reach with evidence.

documented
gap

E053 | Shows partial digital embedding without an adequate |Monitoring and Routine NCD metrics in PHC information Omission/ga High Investment-case assessment; does not imply that no relevant

indicator set for prevention performance. reporting systems p data exist anywhere.
(documented
)

E054 | Shows adaptation to PHC practice but uncertain Service delivery and |Local risk tool, family-medicine Adaptation High Project reach does not prove routine purchasing or universal
transition from project to routine system. resources implementation and sustainability coverage.

E055 | Shows that formal PHC reform did not produce Service delivery and | Consistency of family-medicine Omission/ga High 2020 reporting year; canton variation is context only, not a
uniform service organization. resources implementation and access p canton mini-case.
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(documented
)
E056 | Demonstrates routine reporting of disease burden and | Monitoring and Registered PHC NCD morbidity and staffing | Adaptation High Routine service-recorded morbidity and staffing counts may
workforce capacity at PHC level. reporting be affected by reporting completeness and COVID-19
service disruption; they do not measure incidence,
CVD-risk screening coverage or effective workforce
availability.
E057 |Provides a routine capacity measure for PHC Service delivery and | Family-medicine staffing, specialization and |Adaptation High The 72.8% applies to nurses/technicians, not the whole
delivery. resources training workforce. PDF p.114 supplies canton-level doctor/visit
data, so the evidence should not be described as lacking all
geographic distribution; it still does not show FTE,
vacancies or team composition.
E058 | Provides a routine service-volume indicator and Monitoring and PHC visits and preventive examinations Adaptation High These are aggregate service counts, not CVD-specific
shows a decline in recorded preventive examinations. |reporting examinations or unique patients; the cited page does not
attribute the reduction in systematic adult check-ups to the
pandemic or another cause.
E059 |Provides current routine measures of service Service delivery and | PHC facilities and family-medicine Adaptation High PDF p.96 ambiguously labels 1,094 as family-medicine
infrastructure and workforce. resources workforce specialists, while Table 21 on p.99 distinguishes 1,094
physicians from 920 specialists; the corrected row follows
the explicit table categories. Canton breakdown is available
in Table 21.1.
E060 |Provides a routine PHC CVD morbidity indicator and | Monitoring and Recorded PHC circulatory morbidity Adaptation High The table labels the measure as registered disease/‘number
year-to-year comparator. reporting of sick people’; it does not establish population incidence,
unique-patient counting, completeness or the cause of the
year-to-year fall.
E061 | Shows formal historical recognition of preventive Governance and PHC promotion, prevention and early Adaptation High 2012 state report; later entity law is stronger current

functions in PHC.

mandates

detection mandate

evidence.
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E062 |Identifies entitlement and benefit-package rules that | Financing, Contribution status and defined benefit Adaptation High Historical 2008-2011 reporting-period summary; it does not
condition PHC access. purchasing and package establish current eligibility, package content, co-payment
entitlements levels or implementation after later legal reforms.
E063 | Shows local adaptation of a European risk Service delivery and |Localized CVD-risk assessment tool Adaptation Medium  |2010 editorial; it does not demonstrate routine use, coverage
communication/assessment tool. resources or financing.
E064 | Supports the relevance of risk assessment in PHC but | Service delivery and | PHC coronary-risk assessment Adaptation Medium |Recommendation in a review article; not primary
not its institutional status. resources (recommend implementation evidence.
ed)
E065 | Suggests a broad policy design linking surveillance | Monitoring and Registry, surveys, PHC access and CVRAM | Adaptation Medium  |Secondary description in an editorial; the primary
and PHC tools. reporting indicators action-plan text was not reviewed in this audit, so the stated
elements and their implementation cannot be independently
confirmed here.
E066 | Indicates that guideline updating remained an Governance and Current, internationally aligned CVD Adaptation Medium | The page does not document a completed update, formal
identified need. mandates guideline (planned/rec approval, issue date, implementation route or supersession
ommended) of the existing guides; the statement remains secondary and
forward-looking.
E067 |Shows a budgeted prevention category but not a Financing, Dedicated prevention budget line N/A - High The line is not PHC- or CVD-specific; the blank
traceable PHC-CVD allocation. purchasing and contextual/b execution/change cells do not establish spending or
entitlements oundary delivery, and no attribution beyond the table wording is
warranted.
E068 | Shows substantial cardiovascular expenditure at Financing, PHC versus specialist CVD spending N/A - High This is not PHC expenditure and must not be used as a PHC
specialist/tertiary level, useful as a boundary contrast |purchasing and visibility boundary financing estimate.
with PHC purchasing. entitlements evidence
E069 | Provides routine reimbursable/valued PHC service Financing, Tariff recognition of examination and Adaptation High The entries are generic and not explicitly
components relevant to prevention. purchasing and counselling CVD-risk-screening services.
entitlements
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E070 | Shows component-level pricing of cardiovascular Financing, Tariffed ECG recording and interpretation Adaptation High ECG services are not equivalent to a complete multivariable
diagnostics in the reviewed FBiH tariff. purchasing and CVD-risk assessment pathway.
entitlements
E071 | Shows availability of tariff components that can Financing, Risk-factor laboratory components Adaptation High The PHC section on p.98 does not list a composite
support CVD-risk assessment. purchasing and CVD-risk-screening service; HDL/LDL entries identified
entitlements on p.99 are in the highly differentiated care section, not the
PHC section.
E072 | Shows routine purchaser-provider contracting and Financing, PHC contract and payment mechanism Adaptation High The audit describes the financial mechanism, not service
budget-based PHC payment. purchasing and quality or CVD-specific incentives; the activity-decoupled
entitlements invoices limit service-level visibility but do not prove
under-delivery.
E073 |Provides an auditable aggregate of RS PHC Financing, PHC services and prescription-medicine Adaptation High Aggregate spending is not disaggregated to CVD
purchasing and medicines financing. purchasing and expenditure prevention.
entitlements
E074 |Indicates an accountability limitation in financial Monitoring and Explanation of budget variances Omission/ga High Financial-reporting limitation; does not establish
reporting. reporting p service-level underperformance.
(documented
)
E075 [Creates a legal entitlement and access route Governance and Insured prevention benefit and registered Adaptation High Base 2022 version only; later amendments were not
connecting prevention to registered PHC teams. mandates PHC access (enabling assessed.
law)
E076 | Assigns actors and financing channels for routine Governance and Programme proposal, approval and financing | Adaptation High This enabling provision does not prove that a CVD-specific
prevention programmes. mandates responsibility (enabling annual programme was adopted, financed, implemented or
law) monitored in a given year.
E077 | Provides a legal framework for outpatient medicine | Financing, Outpatient medicine-list governance Adaptation High The base 2022 law does not enumerate the current CVD
entitlements and purchasing. purchasing and (enabling medicines, reimbursement conditions, stock availability or
entitlements law) prescribing practice; later amendments were not assessed.
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E078 | Shows routine payment signals for first contact, Financing, Priced PHC encounters, ECG and repeat Adaptation High January 2026 reviewed version only; later price lists are
diagnostics, continuity and medicines. purchasing and prescribing outside scope.

entitlements

E079 | This is explicit operational purchasing recognition of |Financing, Named CVD-risk screening service and Adaptation High A tariff entry establishes a purchasing instrument, not actual
a PHC CVD-prevention service in RS. purchasing and price service volume or coverage.

entitlements

E080 |Provides priced diagnostic inputs that can support Financing, Priced CVD-risk laboratory components Adaptation High A price-list entry does not establish availability at every
risk assessment. purchasing and facility, provider ordering, patient access, use or population

entitlements coverage; the date is not printed within the annex itself.

E081 [Creates a minimum outpatient entitlement floor but | Financing, Mandatory minimum list and optional Adaptation High The rule creates a federal floor but does not demonstrate
leaves additional coverage to cantonal choice. purchasing and extension that every canton completed alignment, maintained supply,

entitlements or achieved equal access in practice; the 2025 amendment is
outside scope.

E082 | Shows that core hypertension and lipid-lowering Financing, Essential outpatient CVD medicines in Adaptation High List inclusion establishes the benefit framework, not stock
treatments are included in the mandatory purchasing and mandatory list availability, prescribing, adherence, affordability beyond
outpatient-list framework. entitlements listed rules or equal implementation across cantons.

E083 [ Shows discretionary extension beyond the mandatory |Financing, Optional outpatient CVD medicine coverage |Adaptation High PDF p.25 onward begins a hospital list and is excluded from
minimum, creating potential variation across cantons. |purchasing and this PHC-only analysis.

entitlements

E084 [Provides a broad legal mandate for PHC-based NCD | Governance and PHC NCD-risk mandate and team-based Adaptation High Base Law 46/10 only; amendment 75/13 was not assessed.
risk prevention and management. mandates delivery (enabling

law)

E085 | Establishes legal financing routes through which PHC | Financing, Insurance contracting and budget financing |Adaptation High These are general financing routes for health institutions
functions can be purchased. purchasing and (enabling and do not specify a PHC CVD-prevention payment,

entitlements law) incentive, tariff or protected budget line.
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E086 | Assigns surveillance and prevention support roles Monitoring and Risk-factor surveillance and chronic-disease |Adaptation High The law assigns functions but does not show data
across FBiH levels. reporting early detection roles (enabling completeness, interoperability, indicator definitions,
law) timeliness, public reporting or a routine PHC CVD dataset.
E087 | Creates a legal programme mechanism linked to PHC | Governance and Annual NCD-prevention programme and Adaptation High Base Law 57/22 only; later amendments were not assessed.
access and named institutions. mandates responsible actors (enabling
law)
E088 |Provides a specific legal foundation for PHC Service delivery and | PHC prevention/risk control and registered | Adaptation High Legal entitlement and mandate do not prove effective
risk-factor prevention and registered-team access. resources family-medicine team (enabling population coverage.
law)
E089 | Combines service delivery with an institutional Monitoring and Provider planning, monitoring, evaluation Adaptation High The law does not specify a complete CVD indicator set.
accountability and reporting mandate. reporting and reporting (enabling
law)
E090 [ Creates the legal basis for routine data flows and Monitoring and Medical records, reporting and integrated Adaptation High The legal provision identifies responsibility and architecture
system integration. reporting HIS (enabling but does not prove complete deployment, interoperability,
law) data quality, use in PHC or availability of CVD indicators.
E091 |Provides routine measures of PHC infrastructure, Monitoring and PHC network, workforce and reporting flow |Adaptation High Aggregate reporting does not measure data completeness or
workforce and reporting organization. reporting timeliness.
E092 |Provides a current RS workforce-capacity measure Service delivery and | Family-medicine physician skill mix and Adaptation High Regional-centre aggregates do not show municipal/facility
for family medicine. resources nursing capacity distribution, full-time equivalents, vacancies, workload,
team registration lists or the share delivering CVD
prevention.
E093 | Shows routine service volume, low recorded Monitoring and Visits, preventive examinations and Adaptation High Visits and diagnoses are service-based counts, not persons,

systematic-examination volume and a substantial
recorded CVD burden.

reporting

circulatory morbidity

incidence or screening coverage. The report does not
explain whether zero systematic examinations outside Banja
Luka reflect no activity, classification differences or
reporting gaps; the methodology defines systematic
examinations broadly rather than as CVD screening.

Page 37 (1)




Linnaeus University

E094 | Makes national adaptation an explicit requirement of | Governance and Adaptation to national law, priorities, N/A - N/A High Normative global statement; it does not identify how BiH,
the global NCD framework rather than an optional mandates health-system form and capacity benchmark FBiH or RS adapted the framework or whether adaptation
analytical assumption. was implemented.

E095 | Defines financing observables for assessing whether | Financing, Pooling/prepayment, prioritized NCD N/A - N/A High Normative financing benchmark; it does not prescribe one
PHC NCD services are protected from purchasing and services and financial-risk protection benchmark pooling design or establish that BiH entities adopted or
point-of-service payment barriers. entitlements financed these options.

E096 | Operationalizes adaptation by identifying the clinical |Governance and Local facility level, thresholds, protocols, N/A - N/A High Normative implementation guidance; it does not show
and logistical decisions that must be made locally. mandates follow-up intervals and logistics benchmark which choices BiH, FBiH or RS made or whether local

implementation research occurred.

E097 |Links BiH to the relevant WHO risk-chart region Service delivery and | BiH assignment to the Central Europe N/A - N/A High Regional chart assignment is not evidence that BiH
while keeping adoption and routine use as separate resources laboratory and non-laboratory chart region  |benchmark formally adopted, implemented or routinely used either
empirical questions. chart, and it does not establish local calibration

performance.

E098 [Provides the ESC country-risk classification used to | Service delivery and |BiH classification in the N/A - N/A High Risk-region classification is a guideline calibration input,
interpret domestic risk-tool selection and calibration. |resources SCORE2/SCORE2-OP high-risk region benchmark not proof of BiH adoption, provider use or current

classification under later guideline revisions.

E099 | Adds resource continuity, explicit budget lines and Financing, Sustainable resources, budget lines and N/A - N/A High Cross-country qualitative feedback; the passage is not a BiH
decentralized financing coordination to the purchasing and subnational priority/funding alignment benchmark financing audit and cannot by itself establish that these
implementation-barrier lens. entitlements evaluation barriers operate in either entity.

E100 [ Defines adaptation as a structured, context-responsive | Governance and Organizational/local context, updated N/A - N/A High General methodological guidance from WHO's Eastern
process that may change recommendations rather mandates evidence and possible recommendation benchmark Mediterranean office; it does not document a BiH
than simple relabelling. change adaptation process or authorize a specific domestic

guideline.

E101 | Adds motivation and actor-dependent coercion to the | Theory Voluntary-to-coercive transfer continuum Framework N/A Medium  |Analytical categories only; they must not be used to label
policy-transfer categories used in the thesis. and actor-specific position source WHO/EU influence in BiH as coercive without

case-specific evidence on actors, incentives and obligations.
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E102 | Provides disciplined mechanisms for analysing why | Theory Uninformed, incomplete and inappropriate ~ |Framework N/A Medium  |Conceptual failure mechanisms; they are not empirical
transferred policies may fail without diagnosing BiH transfer source diagnoses of BiH and require documentary evidence before
in advance. being applied to a domestic policy.

E103 | Supports coding selective combination and Theory Multi-source selective borrowing, hybrids Framework N/A Medium | Conceptual proposition; identifying hybridization in BiH
hybridization as forms of local adaptation. and adaptive innovation source requires tracing the actual source components and domestic

instruments.

E104 | Situates translation in Central and South Eastern Theory Actor encounters, mediation, compromise Framework N/A Medium  |Regional social-policy theory and examples, not BiH
European encounters among supranational, state and and resistance in transnational reform source health-policy evidence; the PDF's text layer is corrupt, so
non-state actors. the wording and physical pages were verified by

page-image OCR and visual review.

E105 | Defines translation as continuing transformation Theory Transformation of meaning, front-line Framework N/A Medium |Conceptual synthesis rather than an empirical BiH finding;
through implementation, intermediaries, negotiation enactment and intermediary agency source the broad page range combines the definition, contrast with
and situated agency. transfer and conclusions. Physical pages were verified from

rendered images because the PDF text layer is corrupt.

E106 | Supplies implementation mechanisms for interpreting | Theory Objectives, resources, incentives, authority, |Framework N/A Medium  |General implementation theory; it provides analytical
gaps between formal policy and institutional results. monitoring and front-line discretion source mechanisms but does not establish which mechanism

explains FBiH or RS without entity-specific evidence.

E107 |Provides BiH-specific historical evidence that small |Financing, Number and scale of insurance pools; Adaptation 2 High Historical 2003-2004 case material; it does not establish
fragmented pools and limited reallocation constrained | purchasing and redistribution through the FBiH Solidarity current pooling rules, current contribution shares or PHC
geographic equity. entitlements Fund CVD-specific spending.

E108 [Identifies contracts, locally developed guidelines, Service delivery and | Contracted PHC scope, domestic guidelines, |Adaptation 1 High Historical reform description; the page does not identify a
accreditation/equipment rules and prevention as resources accreditation/equipment and prevention CVD-specific package, denominator, utilization, adherence
concrete PHC reform mechanisms. functions or outcome.

E109 |Documents a statutory resource-allocation rule Financing, Legal allocation of 40% of health-insurance |Adaptation 2 Medium  |Secondary 2005 summary rather than the primary laws; it

intended to protect PHC financing in both entities.

purchasing and
entitlements

revenue to PHC

does not show actual compliance, expenditure, allocation
formula or CVD-specific use.

Page 39 (1)




Linnaeus University

E110 |Provides direct sample-contract evidence that Service delivery and | Prevention share of physician time and Adaptation Medium  |Historical sample contract, not evidence that all providers
prevention was specified as a share of FBiH resources systematic risk-factor checks signed or implemented identical terms; no CVD-specific
physician workload. denominator or outcome is given.

E111 | Shows a contractual reporting and purchaser-control |Monitoring and Monthly PHC reports on referrals, Adaptation Medium  |Historical sample contract; the source does not demonstrate
mechanism for hypertension, chronic disease and reporting medicines, hypertension/chronic disease and completeness, data quality, sanctions, provider coverage or
health promotion. promotion routine use of reports.

E112 | Shows contract-level embedding of NCD/CVD Service delivery and | NCD/CVD programmes, promotion, risk Adaptation Medium |Historical sample contract; it does not establish
prevention duties for RS family-medicine providers. |resources reduction, records and reporting in the RS implementation across all providers, clinical content,

sample contract coverage, financing or outcomes.

E113 | Documents information-system constraints that could | Monitoring and HIS workforce, equipment, institutional Omission/ga High Historical 2002 system assessment; it does not show that the
obstruct routine and comparable PHC prevention reporting links and uniform indicator standards P same deficiencies persist today or that no relevant data
monitoring in FBiH. (documented existed locally.

)

E114 | Shows a formal RS family-medicine role in NCD-risk | Service delivery and | Gatekeeping/NCD-risk duties and territorial |Adaptation High Historical legal/reform description; it does not establish
detection together with a documented territorial resources implementation of family medicine with present-day territorial coverage, service content or
implementation gap. documented outcomes.

gap

E115 |Links insurance and PHC-registration gaps to unequal | Financing, Entity insurance coverage and Omission/ga High Secondary 2020 estimates; migration, registration and later
formal access to preventive services across the purchasing and registration-related formal PHC access p temporary or permanent entitlement changes may affect
entities. entitlements (documented interpretation.

)

E116 | Provides explicit evidence that entity NCD plans Governance and WHO-modelled entity NCD action plans and | Adaptation High Secondary description of plan intent; it does not
translated the WHO European framework into mandates intended CVRAM scale-up demonstrate full population coverage, budgets,
planned population-wide CVRAM scale-up. implementation or outcomes.

E117 |Identifies smoking-cessation counselling as a Service delivery and | Availability of family-doctor Adaptation High The statement gives no eligibility rule, provider or

family-medicine risk-reduction service in both
entities, without a coverage measure.

resources

smoking-cessation consultation

population denominator, intervention content, utilization,
quit outcome or financing evidence.

Page 40 (1)




Linnaeus University

E118 |Places NCD prevention and digitalization in the Governance and 2024-2026 objective for comprehensive Adaptation High High-level reform objective; the page provides no PHC
current reform agenda but only at objective level. mandates NCD prevention and digitalization (planned) CVD service package, responsible provider, budget,

implementation milestone or coverage.

E119 |Provides a project-level outcome signal for an Service delivery and | Quit-rate results from a smoke-free Adaptation High Pilot report without denominators, comparison group,
institutional smoking-cessation intervention delivered | resources PHC-institution pilot (pilot) verification method or long-term abstinence; it is not
through PHC workplaces. population smoking-cessation coverage.

E120 [Specifies the locally adapted SCORE-based content | Service delivery and | CVRAM variables and linked Adaptation High Programme description; it does not show actual use for
of the BiH family-medicine CVD-risk package. resources metabolic/behavioural risk management every eligible patient, calibration performance, treatment

decisions or outcomes.

E121 |Supplies the RS counterpart to FBiH guidance Service delivery and | Approved RS guidelines/leaflets and Adaptation High Approval/distribution evidence does not establish provider
approval and identifies the entity dissemination route. | resources family-medicine dissemination institutions reach, routine use, adherence, current validity or effects.

E122 | Specifies a planned PHC delivery platform and an Service delivery and | PHC-based prevention centres and Adaptation High This is a planned strategic deliverable; the page does not
associated utilization indicator for prevention resources utilization of promotion/prevention services |(planned) report how many centres existed, their CVD service
services. package, financing, coverage or use.

E123 [Provides routine FBiH reporting of adult preventive | Monitoring and Adult preventive-examination coverage and |Adaptation High The findings apply to examined persons, not the whole
examinations and detected cardiovascular risk factors |reporting detected blood-pressure/obesity/tobacco population; the report does not identify the risk-scoring tool,
at PHC level. risks repeat-testing rules, follow-up pathway, representativeness

or CVD treatment outcomes.

E124 | Shows official recognition of blood-pressure, Service delivery and | Recommended routine availability of major |Adaptation High This is an author recommendation within an official report;
cholesterol and blood-sugar control as needed resources CVD risk-factor checks (recommend it does not document an implemented screening
preventive services without documenting ed) programme, risk tool, eligibility rule, coverage, financing or
implementation. follow-up.

E125 | Documents an official historical stage in shifting PHC | Financing, Introduction of PHC per-capita payment in | Adaptation High The report gives no payment formula, covered providers,
purchasing toward per-capita payment. purchasing and progress (in progress) risk adjustment, implementation date, CVD incentive,

entitlements expenditure, service response or later status.
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E126 |Establishes the legal purchasing chain through which |Financing, Fund authority for nomenclature, tariffs, Adaptation 2 High The provisions establish general purchasing and
health services can be priced, contracted and purchasing and provider contracts and contract monitoring | (enabling contract-control authority but do not specify a PHC
monitored, without identifying a CVD-specific entitlements law) CVD-prevention payment, target, indicator or performance
payment incentive. incentive.

E127 [Provides a legally assigned information-system Monitoring and Fund responsibility for integrated Adaptation 2 High The law establishes system architecture and responsibility
architecture that can support PHC continuity, reporting provider/Fund information systems and (enabling but does not demonstrate technical completeness, data
purchasing oversight and centralized data flows. electronic care functions law) quality, interoperability in practice or a CVD indicator set.

E128 [Creates a mandatory prevention structure within RS | Service delivery and | Required multidisciplinary health-promotion | Adaptation 2 High The legal requirement does not demonstrate that every
health centres that is institutionally distinct from resources and disease-prevention centre in each dom  |(enabling centre is staffed, operational, accessible or delivering a
general PHC duties. zdravlja law) CVD-specific prevention package.

Appendix C. Controlled Comparative Synthesis of PHC-CVD Institutional Embedding in FBiH and RS
Controlled comparative synthesis of PHC—-CVD institutional embedding in FBiH and RS
. . . FB,IH FBiH FBiH FBiH RS RS RS RS .. .
D(.)ma Uni Compa.r 18 Analyt.lcal Evide evidence-backed Embe | Translati | Evidenc| evidence-backed | Embe | Translat| Controlled comparison Missing/asym | Caveat / non-inference
in |[tID| on unit question nce . . . . . metry control control
IDs synthesis dding on e IDs synthesis dding ion
Govern | G1 |Mandates, [Are PHC-CVD |E038; |Formal PHC Adaptation |E061; Formal programme 2 Adaptatio |Both entity pools contain Do not infer No
ance responsible |prevention E084 |NCD/CVD-risk mandate (formal/ena | E075; responsibilities, n formal, entity-attributable equivalent implementation-performan
and actors and  |responsibilities, and team-based delivery, bling) E076; annual (formal/en | PHC prevention mandates implementation, |ce comparison; instrument
mandat accountabili |responsible with supporting PHC E087 NCD-prevention abling) consistent with G1. The accountability dates and applicability
es ty organizations and prevention-function actors, prevention locked evidence supports performance or limits retained.
accountability allocation (E084; E038). benefit/PHC access, formal level 2 in both, but current
duties formally and older PHC does not establish equivalent |applicability.
assigned? prevention-mandate implementation,
corroboration (E075; accountability performance or
E076; E087; E061). current applicability.
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Govern | G2 | Framework |Are international | E066; |Planned/recommended Not |Adaptation |E116 Shared evidence of Not |Adaptatio |Both pools may cite E116 Shared/indirect Non-retrieval or indirect
ance adaptation |CVD-prevention |E116 |guideline element plus assigne [(planned/re WHO-modelled entity | assigne |n (shared |only as a shared evidence cannot  |evidence is not treated as
and and frameworks shared evidence of d commende plans and intended d supportin |time-bounded adaptation support an entity [non-existence or omission.
mandat authorizatio |translated into WHO-modelled entity d; CVRAM scale-up g signal. Because FBiH has difference or firm
es n locally authorized plans and intended entity-speci (E116); no RS-direct evidence |only direct supporting Embedding
plans, guidance CVRAM scale-up (E066; fic G2 row. only; evidence and RS has no direct | profile.
or programmes? E116); entity-specific authorizatio RS-specifi | row, no entity difference or
authorization not n cstatus  |firm Embedding comparison
confirmed. unconfirme unconfirm | is assigned.
d) ed)
Govern | G3 |Implementat | Are leadership, |E048 |Recent direct evidence 0 Adaptation |E052 Recent direct 0 Adaptatio |Both entity pools contain Do not rank gap  |Historical E021 and
ance ion coordination and documents gaps in with evidence documents n with recent, entity-direct P3 severity or use boundary/context E026 do
and governance, |continuity specificity, monitoring documente gaps in plan document |evidence coded Embedding 0 |structural context |not alter entity profiles or
mandat coordination | mechanisms capacity and CVRAM d gap specificity, monitoring ed gap and Adaptation with as a causal establish causation.
es and specified beyond sustainability (E048). capacity and CVRAM documented gap (E048; explanation.
continuity  |a temporary reach (E052). E052). Both observables
project? identify specificity and
monitoring-capacity gaps; the
FBiH row additionally
records sustainability and the
RS row records reach. The
locked mapping does not
support ranking gap severity,
equating implementation, or
treating E026 structural
context as a causal
explanation.
Financi | F1 |Coverage, |Do coverage, E028; | Formal pooling/access 2 Mixed E031 (RS |Formal 2 Mixed Both entity pools support a Do not compare  |Formal coverage is not
ng, pooling and |pooling and E031 |arrangements with a (Adaptation | compone | coverage/access (Adaptati |formal level-2 profile coverage without |proof of universal effective
purcha financial financial-protecti |(FBiH |documented + nt); arrangement with a on+ qualified by documented aligned years, access; no
sing protection |on arrangements | compo | insurance-coverage and documente |E051; documented document |coverage/case-finding gaps. | definitions and denominator-free
and permit systematic | nent); |case-finding-reach gap d E115 (RS |insurance-coverage ed EO031 records differentiated denominators. quantitative comparison.
entitle PHC-CVD case |E047; |(E028; E031; E047; omission/ga | compone |and omission/ |pooling/allocation, so pooling
ments finding and E107 |EI115), plus historical p) nt) case-finding-reach gap) architectures must not be
access? (histor | pooling trajectory gap, supported by treated as equivalent; E115
ical); |(E107). entity-split and later rows are not
El15 pooling/access numerically comparable
(FBiH evidence (E031; without aligned years and
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compo E051; E115). denominators.
nent)
Financi | F2 |Purchasing, |Do purchasing, |E069; |P1 tariffs for 2 Adaptation |E072; Official PHC Adaptatio |Both entities have direct Do not use Do not use the number of
ng, contracts, contracts, E070; |examination/counselling, (formal/ope | E078; contract/payment, n formal purchasing/tariff tariff/document tariff lines or documents as
purcha provider provider payment | EO71; | ECG and risk-factor labs rational E079; priced (formal/o |instruments. The documented |counts as votes or |evidence that one entity is
sing payment and | or tariffs EO085 | plus contracting/budget instruments [ E080; encounters/ECG/repea perational |instrument mix differs, but the | infer provider more embedded.
and tariffs explicitly support authority (E069-E071; ) E126; t prescribing, named instrumen | mapping does not establish response and
entitle PHC-CVD E085). E023 CVD-risk screening ts) relative payment strength, outcomes.
ments activities? (historica | and lab components, provider response, utilization,
IRS plus fund quality or CVD outcomes.
compone |purchasing/monitorin
nt only) |g authority (E072;
E078-E080; E126).
Financi | F3 |Benefits, Are PHC E081; |Mandatory minimum 2 Adaptation |E077; Formal outpatient Adaptatio |Both pools contain formal Missing RS Formal
ng, medicines | preventive E082; |outpatient list (formal/ope | E062 (RS | medicine-list n level-2 evidence, but the list-content inclusion/governance is
purcha and service |services, CVD EO083; |architecture, mandatory rational list | compone |governance (E077), (enabling |evidence is not symmetric: evidence is not not proof of availability,
sing entitlements | medicines and E062 |essential CVD medicines instruments |nt, 2012 |with a 2012 law) FBiH has 2024 list-content medicine absence; |affordability, dispensing or
and diagnostics (FBiH |and optional additional ) qualifier) |differentiated evidence, whereas RS has formal inclusion is |use; missing RS content
entitle included in compo | CVD coverage benefit-package enabling governance not actual access. |evidence is not omission.
ments benefit, medicine |nent, |(E081-E083), with a qualifier (E062); evidence. This cannot be
or service lists? [2012 |2012 benefit-package specific current CVD converted into a finding that
qualifi | qualifier (E062). list content is not RS lacks CVD medicines or
er) identified. that FBiH achieves better
actual access.
Financi | F4 |Budget Are resources and | No FBiH-direct budget-line Not [Not E073 Recent official Adaptatio | The evidence pools are Documentary BiH-wide gaps/external
ng, sustainabilit |budget scorin |and assigne |assigned — PHC-services and n (routine |asymmetric. RS has one asymmetry cannot |finance remain shared
purcha y and arrangements g-eligi | CVD-spending-visibility d contextual/ prescription-medicine expenditu |scoring-eligible routine support a context; no inference of
sing resource sustainably ble evidence is boundary expenditure evidence re expenditure row; FBiH has sustainability, non-existence or
and alignment |aligned to domes | boundary/context only only (E073), without proof arrangeme | entity-specific adequacy or better/worse alignment.
entitle PHC-CVD rather | tic (E067-E068); no firm of a dedicated or nt) boundary/context rows only. |better/worse
ments than only project |IDs; |sustainable-alignment sustainable PHC-CVD The mapping does not support | ranking.
or general health | E067 |profile can be assigned. budget. a relative sustainability or
spending? and adequacy ranking.
E068
are
bound
ary/co
ntext
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only
Service | S1 |PHC Is PHC or family |E055 [A time-bounded Omission/g | E088; Formal Adaptatio | The evidence is asymmetric: |Formal Shared BiH-wide
deliver platform, medicine the family-medicine ap E128; PHC/family-medicine n FBiH has a 2020 direct law/platform first-contact/planned-centr
y and access and |accessible platform is coded 2 but documente |E114 functions and required (enabling |implementation/access-gap evidence is not an |e evidence cannot be
resourc gatekeeping | platform and accompanied by a d (within a | (historica | prevention structures law) + row, while RS has 2022 access or copied into entity profiles;
es gatekeeper for documented formal/routi |1 only) (E088; E128), with a historical |binding formal instruments gatekeeping law/platform evidence is
prevention and consistency/access gap ne platform 2002 historical document |plus historical trajectory. The |performance not an access outcome.
continuing (E055). profile) territorial-gap ed-gap mapping does not establish outcome.
management? trajectory (E114). qualifier |which entity offers better
actual access or gatekeeping
performance.
Service | S2 |Risk Are risk E050 |Adapted local Adaptation |E054; Approved Adaptatio | Both pools contain recent Approved No unsupported inference
deliver assessment, |assessment, risk-tool/training/coverag (programm |E121 guidance/disseminatio n adapted risk-tool/programme | guidance versus  |about treatment thresholds,
y and protocols protocols, e/sustainability e/project natlevel 1 (E121) (approved |evidence at level 0. RS project evidence is |follow-up intervals or
resourc and treatment programme evidence is stage) plus later guidance |additionally contains an a documentary long-term management;
es long-term thresholds, present but coded 0 for programme/implemen plus approved-guidance instrument | difference, not a  |missing evidence is not
management | follow-up and routine Embedding tation evidence coded programm | at level 1; this documentary  [performance non-existence.
continuing (E050). 0 (E054). e stage) |difference does not prove ranking.
management more complete routine
operationalized? implementation or better
outcomes.
Service | S3 |Prevention, |Are health E027; |Shared time-bounded Mixed E112; Shared time-bounded Mixed Both profiles rely partly on Shared, historical, |Shared, historical, pilot
deliver health promotion, E110; |smoking-cessation (Adaptation [ E041; smoking-cessation (Adaptati |shared time-bounded pilot and and recommendation
y and promotion |prevention and E124; |availability plus + E042; availability plus on + evidence and historical recommendation |evidence remains
resourc and CVD E041; |historical direct documente [E117; historical document |entity-direct inputs. The evidence cannot  |explicitly bounded;
es risk-factor  |risk-factor-reduct | E042; |prevention/check d E119 (RS | sample-contract ed mapping does not establish prove equal or missing current direct
services ion services E117; |evidence, qualified by programme |compone |prevention/risk-reduct programm | equal implementation, current | routine population |evidence is not
assigned or E119 |planned, pilot, /historical |ntonly) |ion functions, e gap) system-wide coverage or an | coverage. non-existence.
delivered through | (FBiH |recommendation and gaps) qualified by planned, entity advantage; E119 pilot
PHC? compo | documented-gap inputs pilot and documented components cannot be used
nent |(E027; E041; E042; programme-gap inputs for a routine comparison.
only) |E110; E117; E119; (E041; E042; E112;
E124). E117; E119).
Service | S4 | Workforce, |Are workforce, |E036; |Recent PHC Adaptation |E092; Recent physician Adaptatio |Both entities have direct P2 | Different capacity |Headcounts, facilities, skill
deliver training and |training and EO057; |facility/workforce (routine E034 (RS |skill-mix and n (routine |level-2 workforce/capacity constructs and mix and training
y and delivery delivery capacity | E059; |evidence plus staffing, workforce/c | compone |nursing-capacity workforce |evidence, but the documented [years cannot infrastructure are not proof
resourc capacity documented for |EO034 |specialization, training apacity nt); E030 |evidence (E092), with /capacity |constructs and years differ. support staffing  |of adequate or effective
es PHC-CVD (FBiH |and earlier training evidence) |(shared) |project/shared training evidence) | The mapping does not support | adequacy or PHC-CVD delivery.
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functions? compo | infrastructure (E036; and CVRAM-access a comparison of staffing performance
nent); |E057; E059), with qualifiers (E030; sufficiency, CVD-specific comparison.
E030 |project/shared CVRAM E034). competency, geographic
(share |qualifiers (E030; E034). equity or performance.
d)
Monito | M1 | Information |Are E086; |Formal surveillance and 2 Mixed E090; Formal Adaptatio |Both profiles contain level-2 | Different laws, Formal duties and
ring systems, health-informatio | E111; [early-detection duties (Adaptation | E091; records/reporting and n institutional inputs, but the reports and dates |reporting flows are not
and records and |n systems, E113; [(E086), with + historical |E127; integrated-system (enabling |documentary bases and dates |cannot supporta |evidence of complete,
reporti reporting medical records | E032 |[differentiated recent documente |E032 (RS |duties (E090; E127), laws + differ. FBiH relies on a 2010 | comparison of interoperable, high-quality
ng duties and reporting (FBiH |system corroboration d gap) compone |corroborated by routine law plus historical trajectory |information-syste |or effectively used
duties compo | (E032) and historical nt only) |routine reporting-flow administra | and differentiated recent m performance. information systems.
institutionally nent |reporting/gap trajectory evidence (E091) and tive corroboration; RS has 2022
assigned? only) |(E111; E113). the split RS evidence) |laws and a 2024 routine
component of E032. report. The mapping does not
support a comparison of
data-system performance.
Monito | M2 | Indicators Are PHC-CVD | E049; |Routine morbidity, visit, 2 Mixed E053; Routine visits, Mixed Both entities have direct P2 Different Routine counts do not
ring and routine |indicators and EO056; |preventive-examination (Adaptation | E093 preventive-examinatio (Adaptati |level-2 routine measures and |measures, years  |establish a complete,
and service/popu | routine service or | E058; | and detected-risk + n and on + later entity-direct gap and denominators |consistently defined
reporti lation population E060; |measures coexist with a documente circulatory-morbidity document |qualifiers. The row counts, cannot support PHC-CVD monitoring
ng measuremen | measures E065; |documented gap in d measures coexist with ed years, denominators and trend or system, treatment cascade,
t collected with E123 | specific PHC-prevention specific-ind a documented NCD-indi |constructs differ, so the quantitative entity |feedback loop or
traceable indicators (E049; E056; icator gap) NCD-indicator gap cator gap) | mapping does not supporta | comparison. outcomes.
definitions? E058; E060; E065; (E053; E093). quantitative comparison, trend
E123). or better/worse judgment.
Monito | M3 | Monitoring, |Are monitoring, |None |No FBiH-specific Not [Not E074; Formal provider Mixed An entity comparison cannot |No entity BiH-wide historical rows
ring evaluation, |evaluation, audit evidence was identified; |assigne |assigned E089 planning/monitoring/e (Adaptati |be assigned: RS has comparison: cannot be copied into
and audit and and feedback BiH-wide historical d (missing valuation/reporting on+ entity-direct P1/P2 evidence, |missing FBiH FBiH; RS legal and audit
reporti feedback mechanisms used evidence remains entity-speci duties and routine document |whereas the locked mapping | evidence is not mechanisms do not prove
ng to assess non-separable context fic budget-variance audit ed contains no FBiH-specific M3 |absence and RS |effective PHC-CVD
implementation only (E022; E024). evidence; evidence coexist with monitorin |evidence. This documentary |mechanisms are  |feedback or performance
or performance? not a documented gap g/audit asymmetry does not establish |not effective improvement.
Omission) (E074; E089). gap) that FBiH lacks such feedback proof.

mechanisms or that RS
performs better.
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