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THE CONCEPT OF QUALITY HEALTH CARE SERVICES
IN LITHUANIAN HEALTH LAW

Dimensions.

The new version of Law on the Rights of Patients and Compensation for the Damage to
Their Health that came into force in 2009 and established the patient's right to quality
health care services. As the claims of the patients are usually based on the evidence
that the patient was provided with a health care service of poor quality it is important
to define the concept of quality health care services and provide legal analysis thereof-
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The rapid development of science and practice of med-
icine has presupposed an apparent improvement of health
indicators (i. e. infant mortality, life expectancy), but it
had to be admitted that the possibility to control the pro-
cess of treatment and to achieve the desired result is lim-
ited [1]. The application of nanotechnology and genetic
engineering to medicine brought up the problem of pres-
ervation of the identity of an individual and the recon-
sideration of both — (i) essence and the nature of newly
forming legal relationship and (ii) measures that ensure
the patients’ rights was needed on the conceptual level.

In year 1996 Lithuania was one of the first countries in
Europe (just after Finland [2]) that enacted a law on pro-
tection of patients’ rights. The version of the year 2009 of
the latter enshrined patients’ right to quality health care.
As the claims of the patients are usually based on the evi-
dence that the patient was provided with a health care ser-
vice of poor quality it is important to define the concept
of quality health care services and provide legal analysis
thereof. The fact that this concept is widely analysed by
the scientists of health law in other countries but not in the
health law of Lithuania also suggests relevance and im-
portance of the topic [3; 4; 5].

In the Luxembourg Declaration on Patient Safety
[6] (published in April of 2005) it was recognised that
the right to quality health care is one of the basic human
rights. This provision is later repeated in the documents of
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the World Health Organisation that fol-
lowed [7, p. 78].

The Constitutional Court of the Re-
public of Lithuania named the right to
quality and affordable health care as a
precondition to a real and effective hu-
man right to the best possible health care
[8]. The patient’s right to quality health
care services, as provided by Art. 3 of
the Law on the Rights of Patients and
Compensation for the Damage to Their
Health (hereinafter — Patients’ Rights
Law) is a basic guarantee that the dam-
age will not be caused when provid-
ing health care services. Therefore the
scope of the protection afforded by Pa-
tients’ Rights Law is of particular im-
portance and examining of the concept
of quality health care services reveals
it. The analysis of concept of quality
health care services (established in the
Patients’ Rights Law Art. 2 Para 2 —
High quality health care services shall
mean accessible, safe, efficient health
improvement, disease prevention, di-
agnostic, patient treatment and nursing
services which are provided to an appro-
priate patient at an appropriate time and
place by an appropriate health care pro-
fessional or a team of health care profes-
sionals according to the level of modern
medical and nursing science and good
practice, taking into account the service
provider’s possibilities and the patient’s
needs and expectations by satisfying or
exceeding them) allows for division of
health promotion, disease prevention,
diagnostics, patient treatment and care
services into the following dimensions:
accessibility, safety, efficacy, timeliness,
service providers and local relevance to
the patient, modernity, patients’ expec-
tations are met. Analysis of each of the

mentioned dimensions is significant to
the shaping of concept of right to qual-
ity health care services.

ACCESSIBILITY OF HEALTH CARE
SERVICES

Accessibility of health care services
is a condition of health care service pro-
vision, which ensures economic, com-
municative and organisational accept-
ability of health care services to the
individual and society (Law on Health
System, Art. 2 Para 10). It should be
noted that in the patients’ rights catalogue
(as defined in Art. 4 of Patients’ Rights
Act of 1996) the right to accessible health
care was established as a separate right
and not a part of the patient’s other rights.
As the implementation of this right was
associated with «the patient’s right to
obtain free health care <...>», this right
stems from Art. 53 in the IV part of the
Constitution of Lithuania «National
Economy and Labour» where it is said
that The State shall take care of people’s
health and shall guarantee medical aid
and services for the human being in the
event of sickness for free in state health
care institutions. In contrast with other
patients’ rights, this particular right is
derived from social — economical rights.
I. e. state guarantees health care through
a developed system of health care ser-
vices infrastructure [9, P. 490-492; §]
but does not guarantee to satisfy the
health care needs of a particular citizen.
The accessibility of health care, as one
of the basic elements of Lithuanian na-
tional health care system is enshrined in
Art. 20 part 2 of the Law on Health Sys-
tem. By granting the right to accessible
health care to each patient (Art. 4 of Pa-
tients’ Rights Law of 1996) an objective
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right of the patient was transformed into
a subjective right [10, p. 165].

In the science of health manage-
ment there is a wide variety of crite-
rions of organisational acceptability:
territorial network of health care insti-
tutions, nomenclature and types of ser-
vices provided, resources of healthcare
professionals, technological (medical
equipment and the level of IT) health
care provision, patient services at a con-
venient time and duration of the service
provision [11]. As few criterions of or-
ganisational acceptance are established
in laws, big importance is being put on
the decision of the Constitutional Court
of the Republic of Lithuania (hereinaf-
ter — Constitutional Court) of May 16th,
2013 regarding the obligation to pay state
social insurance, mandatory health insur-
ance fees and reduction of maternity al-
lowance. Analysis of the mentioned deci-
sion of the Constitutional Court allows us
to tie organisational acceptance with the
obligation of institutions that implement
and form the state health policy to create
the infrastructure of health care services
which allows for effective and timely
health care service. The implementation
of this obligation is related to other cri-
terion of organisational acceptance — the
minimal requirements to the location and
structure of national health system in-
stitutions as set forth by the Ministry of
Health and the State Patient Fund. To our
regret, this requirement that is enshrined
in Art. 11 of Law on Health Care Institu-
tions is not yet implemented.

From the year 1998, when the new
version of the Law on Health System
came into force, the principle of volun-
tary health care provision may be held a
traceable criterion of organisational ac-

ceptance in legal doctrine. Its expres-
sion is patients voluntary application for
health care services and the only gen-
eral precondition for specialised health
care is implemented — a doctor’s refer-
ral. When medical indications exist, pa-
tients’ right to obtain a referral for spe-
cialised health care is unlimited.

Criterions of communicational accep-
tance, such as time limit within which
the patient has to be transported to health
care facilities, development of network of
transport, and the distance to health facil-
ities were set forth in Conception of the
Reorganisation of Health Care Institu-
tions. However, acceptable values (more
specifically — target values) of these crite-
rions were not established.

The criterion of economic accep-
tance was never established but when
analysing it from a patient’s perspec-
tive of, this criterion is undoubtedly ful-
filled by the free health care services, 1.
e. services compensated from the state
budget or municipality budget or Man-
datory Health Insurance Fund. Further-
more, the term of financial accessibil-
ity, as used by the Constitutional Court
in its decision of May 16th, 2013, is in-
terpreted as the affordability of health
care services. Art. 4 of Patients’ Rights
Law of 1996, which granted the patient
the right to accessible free health care is
a directing norm. This norm stated that
conditions of such health care services
are established in the Law on Health In-
surance and other laws. The main con-
dition on which the provision of health
care services compensated from the
Mandatory Health Insurance Fund de-
pends is the existence of an insured
event. The concept of an insured event
in health care system was developed in
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the Art 4 of Law on Health Insurance.
It was stated, that «<...> insured events
are health disorders or state of health
of individuals insured by compulsory
health insurance which are specified
in this Law and diagnosed by a medi-
cal doctor and which entitle the per-
sons covered by compulsory health in-
surance to be provided individual health
care services provided for by this Law
and other statutory acts». Art. 8 of the
Law on Health Insurance provided for
mandatory compensation of all types
of health care services from the Man-
datory Health Insurance Fund. It meant
that when an insured occurred, a per-
son’s right to health care services com-
pensated from the Mandatory Health In-
surance Fund was not limited. The Art.
4 Para 2 of the Patients’ Rights Law of
2004 warranted for emergency health
care to all patients with no exceptions.
The norm in the 3rd paragraph of the
mentioned article, which warranted pro-
vision of «other services» which include
paid health care services provided by the
institutions, which are a part of national
health system and both paid and unpaid
health services provided by institutions
which are not a part of national health
system, is a blanket norm. Therefore it
can be held that the Patients’ Rights Law
of 2004 warranted free health care ser-
vices to all insured patients if the appro-
priate medical indications and manda-
tory conditions health care services are
present. This conclusion is affirmed by
the Supreme Court of Lithuania as it was
stated that under certain conditions the
state is «unconditionally obliged to pro-
vide health care services». As it can be
seen the Patients’ Rights Laws of 1996
and 2004 did both provide patients with

wide warranties to free health care ser-
vices but the provision of services was
associated not with the quality o ser-
vices but rather with the patients right to
services accessibility. Therefore in this
context it is very important to stress that
the version of Patients’ Rights Law cur-
rently in force does not provide with the
right to free, i. e. financially accessible
health care services. Furthermore, the
analysis of reveals that the law contains
norms setting legal grounds for limita-
tion of patient’s right to free health care
services. For instance, patient’s right to
obtain free health care services may be
limited when patient is exercising his
right to choose a particular health care
institution or the right to second opin-
ion of a same qualification practitioner.
(Art. 4 of Patients’ Rights Law of 2009).

Since the criterion of economic ac-
ceptance was only analysed from the pa-
tients’ perspective, an analysis from the
perspective of a health care institution
is expedient. As mentioned previously,
most of the health care services proce-
dures are being compensated from the
state budget (the main financial source
is Mandatory Health Insurance Fund
[12]) and therefore not directly paid by
the patients themselves. The Law on
Health Insurance sets forth the basis for
health care services compensation from
the Mandatory Health Insurance Fund.
The health care services are being paid
for on the basis of an agreement be-
tween the health care institution and the
territorial patient fund (which represents
the patient in the financial relationship
with the health care institution) (Art. 26
of the Law on Health Insurance). The
agreement contains a yearly sum, i. e.
the financial obligation of the territorial
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patient fund (the provided health care
services are being paid for by basic fees
that are set by the Ministry of Health
(Art. 25 Para 1 of Law on Health Insur-
ance)). The fact that health care services
are being paid for by basic fees means
that (i) health care institution is being
paid for disregarding the factual costs,
incurred when providing the health care
services, (i1) when the sum of provided
health care services exceeds the yearly
sum set forth in the contract with the ter-
ritorial patient fund, the health care in-
stitution cannot expect to have these
costs covered (Art. 27 Para 1 of Law
on Health Insurance). When analysing
the situation it must born in mind that
a special law sets forth, that the Man-
datory Health Insurance Fund has to be
balanced within a 3-year period. How-
ever, as the government has failed to
resolve a socially extremely important
question of the deficit of the social in-
surance fund in a number of subsequent
years, political and executive powers
avoid making commitments that exceed
the planned income in the accounting
period in health care system. Therefore
the budget of Mandatory Health Insur-
ance Fund which is approved yearly by
an ad hoc law has never been deficit. On
the other hand it is publicly acknowl-
edged that the basic health care fees do
not represent their real costs [13]. In this
situation, when the current legislation
does not provide for sufficient financing
of health care services from the Man-
datory Health Insurance Fund, patient
is being excluded from a possible con-
flict regarding insufficient financing. On
the other hand, the wide variety of rights
to de facto free health care afforded to
the patients and a still present post so-

viet mentality that the state resources (fi-
nancial, infrastructural etc.) are unlim-
ited encourages to rethink the balance of
patients, state and society health inter-
ests in health care relationship.

In legal doctrine it is acknowledged
that because of the increase in demand
for health care services and higher qual-
ity standards, more complex and expen-
sive health care equipment and technol-
ogies, the costs of providing health care
services is imminently on the rise whereas
the Mandatory Health Insurance Fund is
limited. Financial obligations of the state
with regard to free health care services are
ought to be evaluated with reference to
«<...>state’s financial possibilities which
are not and cannot be limitless. Further-
more, balance of social sustainability, re-
sponsible administration and other con-
stitutional values must be observed. The
state budget may not be burdened with ob-
ligations that outreach its financial possi-
bilities, which eventually may lead to fail-
ure or significant impedance of execution
of other state functions» [8]. The Consti-
tutional Court stated that the legal regula-
tion of free health care services is ought
to ensure that each individual is encour-
aged to take care of his health, to take on
the obligation to contribute to the financ-
ing of health care system in accordance
with his financial possibilities and use the
health care services responsibly and ratio-
nally [8].

HEALTH CARE SERVICE
SECURITY

World Health Organisation defines
patient safety as patients’ right to be
protected from unnecessary or possible
damage related to health care services
[7]. This definition presupposes that
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health care service is safe if during its
provision the patient is protected from
unnecessary or possible damage related
to the services provided. On the other
hand, it is extremely important that un-
necessary or possible damage is related
to undesired events occurring during
provision of health care services, for
instance failure of medical equipment,
failure to follow instructions of medical
equipment usage, wrong drugs dosage,
prescription of a wrong drug, wrong di-
agnostics etc. The concept of undesired
events is close to the concept of treat-
ment (diagnostics) error. However the
main difference between the two con-
cepts is that most undesired events are
of systematical [14] and not individual
nature. Therefore the most suitable pre-
ventative action is considered to be the
appropriate application of managerial
principles of health care process organ-
isation, not the improvement of qual-
ification of health care specialists. The
concept of safety of health care services
cannot be understood as a warranty that
a patient will get better or will not ex-
perience any damage when providing
health care services. Therefore it is more
accurately described by setting certain
negative criterions, i. e. what damage
that arose when providing health care
services is unavoidable. These concepts
of unavoidable damage are widely used
in health care law in countries of North
Europe. Unavoidable damage is under-
stood as damage which was either (i)
not possible to avoid when choosing a
different treatment or trial method or
(i1) the risk materialised is not consid-
ered controversial by the health care
specialists in particular community or
(iii) patient’s health state has decreased

due to natural course of the disease [15,
p. 194-196; 16, p. 75; 17; 35].

The importance of concept of health
care safety is acknowledged in the doc-
uments of the European Union on pa-
tient safety [18; 19; 20], multiple soft
law sources [21; 22; 23; 24]. It is also
acknowledged by national and interna-
tional organisations (Council of Lith-
uanian Patient Organisation Deputies,
World Health Organisation Alliance for
Patient Safety, International Alliance
of Patients’ Organisations etc.), special
committees (Patient Safety and Qua-
lity of Care Working Group of European
Commission) and currently developed
patient safety policy [25; 26].

In legal sphere the patient safety is en-
sured by following mandatory or legally
unbinding patient safety requirements. In
Lithuania mandatory (i. e. minimal) level
of patient safety is ensured by licensing
health care institutions (Art. 16 para 2 of
Law on Health System, Art. 5 para 1 of
Law on Health Care Institutions). The
general requirement is that health care in-
stitutions can provide services only af-
ter obtaining licences. Art. 5 of Law on
Health Care Institutions sets forth condi-
tions on obtaining a licence, licence re-
registration and revocation. It is worth
mentioning the Art 6 of the mentioned
law also sets forth another — voluntary
measurement of health care services
quality (safety) level — accreditation,
which is based on accreditation require-
ments for high schools and other educa-
tional institutions with health care spe-
cialists. Accreditation that started in 1996
yet did not catch its momentum as Orders
of Minister of Health were annulled and
the accreditation procedure was equated
to mandatory licensing.

http://applaw.knu.ua/index.php/arkhiv-nomeriv/4-6-2013
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In contrast to licensing procedure,
which is done in all countries by compe-
tent governmental institutions based on
requirements and procedure set forth in
particular laws, accreditation and certifi-
cation of health care institutions is usually
done by non-governmental organisations
or organisations representing profes-
sional health care specialists, for instance
Haute Autorité de Santé in France, Joint
Commission on Accreditation of Health-
care Organisations in United States of
America, United Kingdom Accreditation
Forum in Great Britain etc. The concepts
of accreditation and certification ar used
inconsistently, for instance Joint Com-
mission on Accreditation of Healthcare
Organisations describes accreditation as
a process of evaluation of a certain activ-
ity type, whereas certification process is
understood as compliance with standards
set forth by competent national institu-
tions, international standards (ISO (In-
ternational Organisation for Standardi-
sation) standards) or European standards
(CEN (in french — Comité Européen de
Normalisation) etc. As in Lithuania there
is only one special standard applied for
health care services certification [28],
usually general process quality manage-
ment standards are applied when certifi-
cating health care institutions [29].

EFFICACY OF HEALTH CARE
SERVICES

National Health Care Quality Pro-
gram for 2005-2010 periods defines
efficacy as possibilities of health care
interventions to achieve the set objec-
tives and results of health activities in
a normal environment (Order of Min-
ister of Health No V-642 of September
14th, 2004). The objectives of health

care associate efficacy with assessment
of health care technologies that is done
by applying evidence based medicine —
methodology based on objective scien-
tific criterions, which originated in the
second half of 20th century. It means
that when pursuing to identify if the pro-
vided health care service was effective
it is ought to be evaluated from medical
perspective and not legal perspective.

TIMELINESS OF HEALTH CARE
SERVICES

Assessment whether health care ser-
vices were provided in a timely manner
closely relates to organisational and com-
municational acceptance of the services
provided. Health care timeliness is an ob-
solete assumption for efficiency of health
care service. Laws define particular crite-
rions of timeliness of health care service,
such as provision of urgent health care ser-
vices from the moment of making it to the
health care institution (Order of Minister
of Health Ne V-208 of April 8-th, 2004),
time from registration of a call for ambu-
lance to first aid provision in life threat-
ening situations should not be longer than
10—15 minutes in urban areas and 20-25
minutes in rural areas and in other situa-
tions — no longer than 30 and 45 minutes
accordingly (Order of Minister of Health
Ne V-895 of November 6th, 2007). Patient
waiting time for health care services pro-
vision is required to be no more than three
days in the event of chronic diseases, one
day in the event of chronic disease exacer-
bation and ten days for planned specialised
outpatient health care services (Order of
Director of State Patient Fund Ne 1K-203
of August 27th, 2012). However the con-
sequence of violation of the set criterions
of health care timeliness varies: when fail-
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ing to provide necessary health care ser-
vice in a set time, the deed is qualified il-
legal and the patient may in a set period of
time claim for damages if other conditions
for civil liability are present. Whereas fail-
ing to provide planned outpatient health
care services or failure of an ambulance
to arrive in a set time period likely would
not be qualified illegal based on the differ-
ent goals of legal acts: (i) planned outpa-
tient health care services providing crite-
rion is set forth only in relation to health
care services compensation from the Man-
datory Health Insurance Fund; (ii) require-
ment for an ambulance to arrive in a set
period of time is a criterion of desirable
quality indicator. Timeliness of hospital
health care services is not legally defined,
but the obligation to ensure important di-
agnostical and emergency health care ser-
vice availability round the clock may be
regarded as indirect criterion of timely
hospital health care service criterion (Or-
der of Minister of Health No V-1073 of
December 16th, 2010; Ne V-1242 of De-
cember 8th, 2008).

The importance of the health care
service timeliness criterion is obvious
from its relation to EU regulation No.
1408/71 of June 14th, 1971 on the ap-
plication of social security schemes to
employed persons and their families
moving within the Community. Art. 22
Para 2 sets forth a condition to use a
person’s right to leave for health care
service in another EU country — when
evaluating if a patient is able to re-
ceive equally effective treatment na-
tional health care institution is ought
to consider all the circumstances de-
fining particular disease, pain suffered
by the patient or his disability [30].
However, in practice, the timeliness of

health care services is a significant so-
cial problem, which in some countries
is decided on the legislative level. Nor-
way was the first country that in 1990
enacted a «warranty» system: having
obtained a general practitioner’s ref-
erence, the patient is entered in a list
and the necessary analysis must be ex-
ecuted in 30 days. However, patient’s
entry in such a list did not entitle him
to a judicial claim for necessary health
care service provision even the speci-
fied term is overdue. Analogous sys-
tems were introduced in Sweden (in
1992), Denmark (in 1993), Finland (in
1995) etc. Some countries, for instance,
Iceland, did specify that with regard to
clinical situation availability of health
care services to patients might be dif-
ferent (Art. 19 Iceland Patient Rights
Act Ne 74/1997 <http://www.lexadin.
nl/wlg/legis/  nofr/eur/Ixweice.htm>
[21]). On the other hand, in Finland it
was widely demanded for the state to
take on higher obligations and since
the year 2004, patients right to planned
health care accessibility in specified
terms was set forth (Act on the Status
and Rights of Patients, amended by Act
of 17 November 2004/857 (in force of
2005)). This legislation provided pa-
tients with opportunity to claim for rec-
ognition of their right to health care
services if the «warranty» term health
care service provision was overdue.

PROVISION OF HEALTH CARE
SERVICE BY THE APPROPRIATE
HEALTH CARE SPECIALIST
OR SPECIALIST TEAM
IN AN APPROPRIATE PLACE

Initial evaluation of health care ser-
vice compliance with this dimension

http://applaw.knu.ua/index.php/arkhiv-nomeriv/4-6-2013
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does not result in legal problems be-
cause of the double licensing rule ad-
opted in Lithuanian health law: health
care services may only be provided by
legally licensed service providers, i. e.
both institutions and natural persons
(Art. 16 Law on Health System). Since
the health care institution licence con-
tains the licensed health care activities
and address where the services are pro-
vided, quality health care services may
be provided only in a particular place
as specified in the health care institu-
tion licence. This rule is disobeyed
only in cases of emergency health care
provision when health care services are
initially provided at the scene of an ac-
cident (Para 7, Order of Minister of
Health Ne v-208, May 8th, 2004). A de-
cision of the Government set forth min-
imal requirements for volumes of cer-
tain health care services, for instance
number of surgeries or childbirths
(Government decision of December
7th, 2009 Ne 1654). Furthermore, an-
other Government decision sets forth
particular stationary services (in other
words, the profile of health care ser-
vices, for instance abdominal surgery,
orthopedy — traumatology) that a par-
ticular health care institution may pro-
vide (Government decision of Decem-
ber 7th, 2009 Ne 1654 and order of
Minister of Health of February 11th,
2010, Ne V-110).

When evaluating the eligibility of
provided health care service with rela-
tion to health care specialists or special-
ist team, these aspects are ought to be
born in mind: (i) if the specialist has a
valid licence for medical (nursing) prac-
tice; (i1) if the services provided do con-
firm with professional qualification

competence, which is set by special or-
ders of Minister of Health — Medical
Norms; (iii) if the patient was routed for
specialists that have the necessary quali-
fication when the persisting medical in-
dications or clinical situation required
for more competence than the primary
specialist had.

The requirement of quality health
care conformity with current level of
medicine and nursing science and good
practice (as defined in Law on Patients’
Rights) may be stemmed from one of
the conditions set forth in Art. 15 Para 2
of Law on Health System — criterion of
health care acceptance. Health care ac-
ceptance is a condition of health care ser-
vice provision, which ensures the confor-
mity of provided services with medical
principles and medical ethics (Art. 9
Para 2 of Law on Health System). Even
though quality health care definition does
not explicitly use the wording of medi-
cal ethics, especially bearing in mind the
needs that required for adoption of Hu-
man Rights and Biomedicine Conven-
tion (Official Gazette, 2002, No 97-4258)
it follows that the best medical and nurs-
ing practice must confirm with ethical
requirements. This assumption is sup-
ported by the study conducted by World
Health Organisation, which showed that
the science of health management, health
care acceptance as a dimension of quality
health care is the third most common di-
mension (first comes effectiveness, sec-
ond — efficiency) [32, p. 4]. The study de-
fines acceptable health care as humanly
and attentively provided health care pay-
ing regard to patient’s cultural and age
peculiarities [32, p. 7, 33], i. e. in accor-
dance with the requirements of ethical
health care provision.
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Mandatory health care services con-
formity with nowadays medical and
nursing science level and good practice
requires a separate analysis. Art. 20 Para
1 of Law on Health System sets forth
that when providing health care services
only approved by the Ministry of Health
diagnostics, treatment methods and
technologies are to be used. It should be
mentioned that current order of Minis-
ter of Health (Ne V-979, 30th December,
2004) defines legal ways of possible dis-
ease diagnostics, treatment methods and
technologies approbation:

Orders of Minister of Health regard-
ing approval of requirements of general
and specialised services provision;

Orders of Minister of Health regard-
ing approval of Medical Norms;

Orders of Minister of Health regard-
ing approval of disease diagnostics and
treatment methods;

Methodologies drawn up and ap-
proved by health care institutions;

Methodologies drawn up and ap-
proved by committees in universities,
scientific research institutions, doctors’
professional associations or committees
set up by the Minister of Health.

Technologies are ought to con-
form with Lithuanian laws, i. e. medi-
cal equipment must be made, evalu-
ated and marked in accordance with
orders of Minister of Health regarding
technical regulation of medical equip-
ment safety requirements, which imple-
ment EU medical equipment directives
(90/385/EEB, 93/42/EEB, 98/79/EB,
2000/70/ EB, 2001/104/EB, 2002/364/
EB, 2003/12/EB, 2003/32/EB).

The legislators have acknowledged
the fast progress of medicine science
and foreseen a special case when health

care specialists may use new, scientifi-
cally justified but yet unapproved di-
agnostical and treatment methods and
technologies — only when trying to save
or extend a patient’s life. Furthermore,
a rule for patient’s safety has been set
forth — a written patient’s consent for un-
approved method or technology applica-
tion is mandatory (Art. 20 Para 2 Law on
Health System). In case J. Raudoniené
ir Z. Raudonius v. VS| Vilniaus uni-
versiteto ligoninés Santariskiy klinikos
(case Ne 3K-3-206/2005) the Supreme
Court based if the method was appro-
bated for multiple use not only on case
material, but also on medical literature.
The Supreme Court held a treatment
method, which was not used in Lithu-
ania, experimental and it was stressed
that it can only be applied when an in-
formed patient’s consent is obtained.

A requirement to meet or exceed pa-
tient expectations that is mentioned in
quality health care service definition is
a challenge for health care institutions.
Obviously, the goal of each patient when
turning to a health care specialist is to get
better. However, despite the progress of
medical science, health care institutions
cannot guarantee the desired result — a
full recovery (Supreme Court decision Ne
3K-3-408/2009). Therefore proper im-
plementation of this dimension of qual-
ity health care service requires special
attention for a patient, comprehensive
information about diagnostics and treat-
ment process, possible risks and progno-
sis and nurturing of cooperation culture.
Evaluation of the dimension of meeting
patient’s needs may not have significant
influence on the level of patient satis-
faction. When evaluating from an eth-
ical perception, the implementation of
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an obligation to meet or exceed patients’
expectations as a service quality dimen-
sion may encourage consumerism in the
health care relationship and when eval-
uating from a legal perspective, the ba-
sic principle of health care regulation —
balance of patients, society health and
state interests is confronted (Art. 5 Para
1 subparagraph 2 Law on Health Sys-
tem). Yet there are no cases in Lithu-
anian case law, which would be based
upon the failure to meet this dimension
of quality health care service. However,
the fact that meeting patients’ expecta-
tions became one of quality health care
service evaluation criterions will likely
strengthen positions of patients as plain-
tiffs and influence courts’ decisions. As
patients’ interests that are expressed
via his expectation of health care ser-
vice provision were given preference,
it will likely influence health care ser-
vice professional’s obligation to provide
service with maximum efforts (Supreme
Court decision Ne 3K-3-1140/2001,
L. M. Sandiené v. V§] Kauno Raudonojo
KryZiaus ligoniné). A patient survey con-
ducted in primary health care institutions
revealed patients’ satisfaction with with
the health care services provided. An-
swer to the question «medical services I
received so far were excellent» was given
3.71 points from possible 5 [34], i. e. ex-
pectations of 40% of patients were not
met. If patient expectations were to be
evaluated as a legal category, all unsatis-
fied patients could claim either pecuniary
or moral damages.

Special law on protection of patients’
rights provides with quality health care
definition by introducing an exhaustive
list of dimension. Particular dimensions
are not of legal nature, but rather stem

from other sciences (efficacy is a dimen-
sion of medical science, meeting and ex-
ceeding patient expectations is an ethi-
cal and managerial dimension);

Laws set forth some criterions of
health care services accessibility (eco-
nomical) and timeliness (planned health
care) as aspirational, therefore these cri-
terions do not result in a subjective right
for patients;

Expediency of implementation of
meeting patients’ expectations and ex-
ceeding them as a dimension of quality
health care service is questionable, be-
cause application of this dimension as a
legal category confronts with one of the
main principles of health care — balance
of patients, society health and state in-
terests and encourages consumerism in
health care relationship.
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Kyrtkayckiene €. B. Konuenuisi sskocTi MeAMYHUX MOCIYT y rajay3si npasa npo

0XOpOHY 310poB’s B JIuTBi.

2009 poky rHabyeé uunHocmi Ho8utl 3akor JIumoscvkoi Pecnybniku npo npasa nayienma
i npaso Ha KOMNeHcayiro 3a wKooy to2o 300pos 10, AKULL YCMaHO8U8 npago nayieHma
Ha SIKICHI NOCy2U 0XOpOHU 300p08 5. TIpemensii nayicuma 3 810uKo0y8anHs 30umxy
300p08 10 20/108HUM YUHOM OA3YIOMbCA HA OOKA3E MO20, WO NOCY2U OXOPOHU 300P08 i
He 8I0nosioaoms umMoeam 00 ix sxocmi. Y cmammi HAOAHO BUSHAYEHHS | NPABO8Yy
OYIHKY KOHYenyii AKICHUX NOCitye 0XopoHu 300pos s 6 Jlumoescwkiti Pecnyoniyi.

KiiouoBi cjioBa: sKiCTh MEAWYHUX MOCIYT, MAIEHT, JIEMEHIIT SIKOCTI MEIUYHUX

HOCIIYT.

Kytkayckuene E. B. Konnenummus kadecTBa MeIMIHMHCKHX YCJIYTr B 00JacTH

npagsa o0 3IpaBooXpaHeHnu B JIuTBe.

B 2009 2. ecmynun 6 cuny nogwiil 3akon Jlumosckoti Pecnyonuxu o npasax nayuenma
U npase HA KOMREHCAYUio 3a yuepd e2o 300p08bio, KOMOpblll YCMAHO8UI NPAso Nayi-
EHMa Ha KauecmeeHHvle YCiyeu 30pasooxpanenus. Ilpemensuu nayuenma no eosveuye-
HUIO yujepoa 300poebio 6 OCHOBHOM OA3UPYIOMCSL HA OOKA3AMENbCMEE MO0, YMO YCILyeU
30pABOOXPaHEHUs: He COOMBEMCMEYIom mpebosaHuaM K ux kavecmeay. B cmamve oano
onpeodenenue u npasosas OYeHKA KOHYENyuu KaueCmeeHHbIX YCiye 30pa60OXPAHEHUs &

Jlumosckoti Pecnyonuxe.

KawueBble cjioBa: KauecTBO MCIUIWHCKUX YCJIYT, HAlIUCHT, JEMCHIUU Ka4C€CTBa

MEJULUHCKUX YCIIYT.
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