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OUR AIM: PATIENT-ORIENTED HEALTH CARE  

 

 
Vida AUGUSTINIENö 
Chairperson, Council of Lithuanian Patients’ Organisations  

The main purpose of the Council of Lithuanian Patients’ Organisations (CLPO) is to represent patients’ 
rights and to protect their interests. The overall mission of CLPO is to make patients’ voice better heard in 
the process of improving the national health care system. 

Since 9 May 2005, CLPO is a member of the International Alliance of Patients' Organizations; on 9 June 
2007 it joined the European Patients‘Forum. At present CLPO unites 21 organisations and over 17,000 
members of the Council represent interests of nearly one million people suffering from different grave 
diseases. 

In our view, the current process of development of patient-oriented health necessitates increasing the scope 
of powers granted to patients themselves. This is the key lever in the improvement of the quality of care and 
in attaining better health preservation and treatment results, i. e. in making people happier. The actual rights 
of patients and health information should be understood as a goal which can be successfully realised through 
cooperation of different partners. The better is the individual informed about health, the better his/her ability 
to take care of himself/herself, which means that such person rarer becomes a hospital patient and 
experiences less complications. People who are not well-informed are also not aware of the importance of 
treatment and do not follow recommendations given by doctors. In such cases the cost of health care usually 
increases. These are the main subjects discussed at international fora where patient organisations work 
together with the EU institutions. 

CLPO contributes to the resolution of issues relevant to ill people by participating in the work of the Panel of 
the Ministry of Health (MoH), the Compulsory Health Insurance Council and various working groups. We 
seek to timely obtain from the authorities objective information required for patients‘organisations. Having 
started five years ago, cooperation with the State Patients‘Fund (SPF) is being continued successfully. We 
are glad that our proposals are taken into consideration. 

A new service – monitoring has been introduced in 2007 as a means to improve health care and access to 
services. A number of new items were added to the compensated medicines list, in particular medicines for 
the treatment of hypertension, nephropathy, psoriasis, osteoporosis, diabetes-related polyneuritis etc. Priority 
is given to outpatient rehabilitation services; people ill with Type II diabetes are now compensated for four 
glyco-haemoglobin tests per year. Both the MoH and the SPF consider prophylaxis and early diagnostics to 
be priorities of work. In 2007, performance indicators have been defined in order to improve the general 
practitioners‘ work, the quality of primary outpatient healthcare services, and access to such services. 

We all know, however, that there are still many problems in our healthcare system and that they must be 
solved in a comprehensive way. Funding must be increased both for salaries of the medical profession and 
for the improvement of service quality. All patients want to reduce tiring queues at the physicians‘ rooms. 
Therefore, current procedures for issuing prescriptions for compensated medicines and medical aids and for 
registering patients for consultations with specialists must be changed. Patients complain that surcharges for 
medicines are too high, that hospitals do not provide medicines for patients, that it is impossible to register 
for specialists‘ consultations in due time, while rehabilitation treatment services are not freely accessible for 
people ill with chronic diseases. 

Salaries for the medical profession are being gradually increased, however, patients still complain of the lack 
of attention and willingness to listen to patients‘ problems. Public healthcare establishments do not publish 
information about allocations from the Compulsory Health Insurance Fund for patients‘ treatment and 
rehabilitation and about opportunities to receive additional publicly-financed benefits. Everybody is already 
„fed up“ with these problems. Overcoming them requires awareness of one‘s responsibility for compliance 
with the laws and regulations and for one‘s performance results as well as more stringent control.  



CONTINUOUS FOCUS ON PATIENTS‘INTERESTS 

Algis SASNAUSKAS 
Director, State Patient Fund under the Ministry of Health 

We often find that for outsiders it is difficult to fully understand the complexity of work carried out by the 
institutions – patients‘ funds providing the compulsory health insurance. As shown by the experience of 
much richer countries, there will never be enough money for health care because the rate of growth in health 
expenditure is much higher than the growth in the gross domestic product. However, the size of the budget is 
not the sole important factor – the introduction of funding mechanisms that are both fairer and more accurate 
also plays a significant role. This shows the continuing relevance of one of the key insurance principles, i. e. 
seeking to buy a larger quantity of services of better quality for the same amount of money. 

The year 2007 was an extraordinary one as at the beginning of the year we marked the 15th anniversary of 
restoration of compulsory health insurance and patients‘ funds in Lithuania and held a discussion about 
future policies. Even though the patients‘ funds activities (both their scope and policies) have changed 
considerably during these years, the fundamental truth has remained: the work of patients‘ funds is based on 
representation of interests of patients‘ and insured persons‘, which include working population, pensioners, 
children, students, disabled persons etc., i. e. practically all residents of the country, and, in addition, those 
Lithuanian citizens who live abroad but need healthcare services while visiting Lithuania. 

In 2007 the State Patients‘ Fund (SPF) budget received over LTL 3.680 bn, which is exceeds the plan by 
LTL 60.5 million. SPF‘s expenditure in the same year amounted to nearly LTL 4 bn. The expanding budget 
opens wider opportunities for meeting the residents‘ healthcare needs, improving access to and quality of the 
services, and developing cooperation with numerous partners. 

The new procedure for the payment for the individual health care establishments‘ services which was 
implemented last year is of particular importance. It has enabled the establishments to independently choose 
those service provision forms that are optimal both for them and their patients, to focus on those forms which 
are most cost-effective, to abandon restrictions on service provision (the so-called quotas) and the grouping 
of inpatient services, to introduce payment for inpatient services based on the general and special service 
provision standards as well as equal payment for day surgery, reception and emergency care services 
irrespective of location, to set aside a reserve in the healthcare establishment‘s budget for a more flexible 
payment for priority services, etc. 

Another important tasks include the implementation of the procedure for the registration and monitoring of 
waiting lists for scheduled primary outpatient individual health care services, special outpatient services, 
expensive tests and day inpatient services paid from the SPF budget; improvement of the regulation and 
implementation of agreements between territorial patients‘ funds and new service providers; increasing both 
the range of services provided by private healthcare establishments and the patients‘ choices, improving 
access to such services etc. Therefore, this annual overview, which is being published for the fourth time 
already, contains many figures and facts which tell a lot. 

As regards the future we, just like other healthcare professionals, are concerned about the reaching of the 
political consensus on budget allocations for health care, about the timing of introduction of the additional 
(independent) health insurance, about the success in strengthening the primary health care. It is also 
important that the increasing of salaries for the medical profession remains consistent, that improvements are 
achieved in the service pricing management etc. 

Partners of the SPF with whom we maintain contractual relations include practically all healthcare 
establishments and pharmacies; our cooperation partners, naturally, include many patients‘ organisations 
whose voice is important to us, local authorities etc. Therefore, the nature of our work requires that we are 
sensitive, careful, resourceful and, of course, solvent intermediaries for healthcare establishments, the 
medical profession and patients, i. e. practically all people of Lithuania. 

 

  



OPPORTUNITIES PROVIDED BY THE BUDGET  
REVENUES OF THE COMPULSORY HEALTH INSURANCE FUND BUDGET  

Revenues of the CHIF budget amounted to LTL 3,997,498,000 in 2007 (including funds balance at the 
beginning of the year). 

• The largest share of the CHIF budget (49%) consists of deductions from residents’ income tax made 
by institutions, enterprises and organizations (hereinafter referred to as “organizations”) and self-
employed persons as established in the Law on Residents’ Income Tax. These contributions totalled 
LTL 1,969,813,000 which is by 2% less than planned. 

• Allocations from the state budget of the Republic of Lithuania accounted for 22.7% of the CHIF 
budget revenues (LTL 908,911,000). The total amount planned has been received. The following 
transfers from the state budget to the CHIF budget are made: 

- allocations for persons having public health insurance coverage (LTL 674,093,000 were 
received; the amount of contribution per insured person increased by 16% compared to 2006 
and amounted to LTL 353.2 for 2007; as much as 54% of residents were under public health 
insurance coverage); 

- additional allocations from the state budget (LTL 234,818,000 received); 

- funds for compensations payable to blood donors; 

- funds for compensations for purchase of orthopaedic devices; 

- funds for health care of persons detained by the police and kept in pre-trial detention 
institutions, prisoners, refugees and illegal migrants. 

• Compulsory health care insurance contributions received from organizations (3% of employees’ pay) 
and from self-employed persons accounted for 19.5% of the CHIF budget revenues (LTL 
777,551,000). 

• Other CHIF revenues amounted to LTL 24,596,000 including: 

- contributions by farmers and other persons using personal farms, made for oneself and for 
adult family members working in the farm – LTL 3,241,000; 

- contributions by persons who pay 10% of the average monthly pay – LTL 1,392,000; 

- operating income of institutions implementing compulsory health insurance amounted to 
LTL 10,018,000; 

- voluntary contributions by legal and natural persons amounted to LTL 4,168,000 (mainly 
health insurance contributions by pensioners of the Russian Federation,  former military 
officers, who reside in Lithuania and for whom funds are transferred by the Social Security 
Division of the Russian Embassy in Lithuania); 

- funds recovered as damages for losses inflicted upon the CHIF budget – LTL 5,777,000. 



Revenues of the Compulsory Health Insurance Fund budget, LTL’000 
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Revenues of the Compulsory Health Insurance Fund budget in 2000-2007 (including balance at year 
beginning), LTL’000 
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EXPENDITURE OF THE COMPULSORY HEALTH INSURANCE FUND BUDGET  

In 2007, expenditure of the CHIF budget amounted to LTL 3,997,498,000 (including expenditure from 
the budgetary reserve LTL 157,196,600), which accounts for 109.8% of planned expenditure.  
The CHIF budget expenditure consists of expenditure for payment for individual health care, medical rehabilitation and 
sanatorium treatment services, compensations for medicines and medical aids, for limb, joint and organ prostethisation 
and prostheses costs, for the purchase of other centrally-paid medicines and medical aids and for orthopaedic 
equipment; for the funding of health programmes; operating costs of institutions implementing compulsory health 
insurance; cash turnover funds; and CHIF budget reserve. 

• Expenditure for individual health care services accounts for the largest part of total expenditure (69%). In 
2007, LTL 2,521,288,000 was spent for this purpose, including the CHIF budget reserve LTL 100,595.500. 

• Expenditure for compensation for medicines and medical aids amounted to LTL 617,765,000 (16.9% of total 
2007 budget, i .e. by 5.1% more than planned). This amount includes LTL 30,000,000 as the CHIF budget 
reserve funds used to reduce the debt. 

• Expenditure for compensations for medical rehabilitation and sanatorium treatment amounted to LTL 
131,754.300, which is by 22.5% more than in 2006, including CHIF budget reserve funds LTL 10,227,300. 

• Expenditure for limb, joint and organ prostethisation and prostheses costs and for the purchase of other 
centrally-paid medicines and medical aids amounted to LTL 117,503,000. This is by 40.6% more than in 2006. 

• Expenditure for compensations for orthopaedic equipment amounted to LTL 34,362,200. 

• Expenditure for the funding of health programmes amounted to LTL 173,176,000, i. e. by 19.1% more than in 
2006. LTL 16,373,800 was paid from the CHIF budget reserve. 

• Operating costs of institutions implementing compulsory health insurance amounted to LTL 33,062,100, which 
is 75% of the plan and accounts for just 0.8% of total revenues of the CHIF budget (up to 2% have been 
provided for this purpose in the Law on Health Insurance). 

• The CHIF budget reserve was LTL 296,627,000 as of beginning of 2007; LTL 142,504,000 remained unused 
at period end. 



Expenditure of the Compulsory Health Insurance Fund Budget in 2007, LTL’000
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EXPENDITURE FOR THE FUNDING OF HEALTH PROGRAMMES 

LTL 173,176,000 were allotted from the CHIF budget for the funding of health programmes in 2007.  
The largest part of the funds was spent on the National Blood Programme: LTL 38,888,000, i. e. 22.5% of total 
allocations for programmes. LTL 30,774,000 (18%) was allotted to the funding of the Human Organs and Tissues 
Transplantation Programme (18%). 

The following programmes were also funded from the CHIF budget: 

- Urgent Consulting Health Care Programme (LTL 11,530,200); 

- Addiction Diseases Programme (LTL 1,738,900); 

- Services Restructuring Programme (LTL 18,836,000; the funds were allocated among 58 individual health care 
establishments of the country); 

- Special Programme on Support of Municipal Health Care Programme (LTL 1,952,100); 

- Programme on Financing of Health Care at Schools (LTL 7,853,300); 

- Programme on Dental Sealants for Children (LTL 1,578,500); 

- Dental Prosthetisation Programme for Elderly People (LTL 25,639,900 spent, covering 16,498 people); 

- Funding of Preventive Measures against Cervical Cancer (LTL 2,206,000); 

- Funding of Selective Mammographic Checks (LTL 2,713,700); 

- Funding of Screening and Preventive Measures for People in the High Cardiovascular Risk Group (LTL 
3,271,700); 

- Funding of Early Diagnostic Measures against Prostate Cancer (LTL 6,019,900); 

- Programme on Implementation of EU Council Regulations (LTL 6,765,900); 

- National Immunoprophylaxis Programme (LTL 13,407,800 spent for vaccines). 

-  
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PRIMARY OUTPATIENT INDIVIDUAL HEALTH CARE  

Primary outpatient individual health care (POIH) means non-specialised qualified health care. At 
present POIH services are provided at primary health care centres, offices of general practitioners, 
nursing and palliative treatment hospitals, ambulatories and outpatient clinics. Odontologists’ services 
are provided at POIH centres, offices of general practitioners or odontology clinics, with which POIH 
centres or general practitioners have concluded agreements on such services. Primary mental care 
services can be provided by independent mental health care centres. Nursing and social services may 
be provided at home, POIH centres, social services institutions, and palliative care and nursing 
hospitals.  
The above-mentioned institutions can be grouped into public, municipal and private establishments. They employ 
general practitioners or therapists, paediatricians, surgeons, gynaecologists, odontologists and their assistants, 
psychiatrists, community and mental healthcare nurses, social workers and their assistants. 

Experience of foreign countries shows that about 4/5 of health problems should be solved on the primary healthcare 
level, which means serving of 1.8 m patients. Saving of the CHIF funds can be achieved if activities on this level are 
efficient, the institute of general practitioners is reinforced, in particular in rural areas, and general practitioners are 
better motivated to focus on prophylaxis, health education and health promotion. 

In 2007, LTL 492,828,200 was allotted for payment for POIH services. The CHIF funds necessary for the payment for 
POIH, nursing and palliative treatment and emergency medical care services are allocated to territorial patients’ funds 
according to number of residents, residents’ age and place of residence (urban/rural). 

As of the beginning of 2007, 3,473,227 people were registered at POIHC establishments including 2,669,834 (76.9%) – 
at public and 803,393 (23.1%) – at private establishments. 

 
 

 
 



Numbers of general practitioners and POIH specialists working in teams in 1998-2007 
(data from POIH establishments that have concluded agreements with TPFs) 

Šeimos (bendrosios praktikos) gydytojų ir PAASP specialistų, 
dirbančių komandomis, skaičius 1998 – 2007 m.
(PAASP įstaigų, sudariusių sutartis su TLK, duomenys)
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The number of establishments providing POIH services has been increasing: from 383 in 2005 to 404 in 2007 
(including private establishments 197 and 203 respectively). Compared to 1998, the number of private POIHC has 
increased 2.3 times. Thus based on these statistics one may conclude that access to such services is improving. 

In recent years, the number of GPs has been rapidly increasing, while that of doctors working in teams is decreasing. 
There were 230 GPs in 1998; by December 2007 their number has increased to as many as 1,896.  

As it is known in our country patients have the right to choose an establishment providing primary individual healthcare 
services, while such establishments are entitled to enter into agreements with territorial patients’ funds. The Procedure 
for Residents’ Registration with Primary Healthcare Establishments approved by the Minister of Health states that an 
individual may freely choose any primary healthcare establishment at his/her convenience.  

In 2007 payments to POIH establishments were based on the number of registered patients, number of supported 
services provided, and performance results. Per capita payments were continued for those treatment establishments 
which had concluded agreements with patients’ funds. Annual base prices differentiated according to 7 age groups 
(under 1 year, 1-4, 5-6, 7-17, 18-49, 50-65, over 65 years), approved by the Minister of Health, were used. Children’s 
and elderly persons’ health care was paid at higher prices. Also, as it has already been mentioned, additional payments 
are made for the provision of incentivised services. 



INCENTIVISED SERVICES 
Giving financial incentives to GPs for the provision of certain services has been started in 2003. This leads to 
improvement of quality of POIH services, more accurate and earlier diagnostics of diseases, and reduction of 
specialists’ workload. 

POIH establishments are additionally paid for early diagnostics of malignant tumours, taking and examining of samples 
for the determination of prothrombin activity, determining prothrombin activity (INR), physiological maternity care, 
disabled persons’ health care, preparing children for school, procedures performed by nurses at patients’ homes, and 
determining glycohaemoglobin levels. Since 2007, payments are made for pregnant women’s blood tests for syphilis 
and HIV and for determining blood group and Rh antibodies. The indications for a prothrombin time or PT/INR test 
were made more exact (the test is carried out for patients who have been treated with oral indirect-action anticoagulants 
(Warfarinum, Acenocoumarolum)) and it has been established that the glycohaemoglobin test, paid for from the CHIF 
budget, can be administered to patients ill with diabetes mellitus up to 4 times a year. 

In 2007, LTL 31,906,000 was allotted from the CHIF budget for the incentivised services; LTL 28,419,000 of this 
amount was used (89% of planned expenditure). 

The number of incentivised services provided last year totals 3,156,000, which is by 465,200 services (or 17%) more 
than in 2006. There has been a particularly significant increase in the scope of certain services such as 
glycohaemoglobin test (+62%) and home nursing services (by 1/3). The scope of services to disabled persons increased 
from 158,200 in 2006 to 260,200 in 2007 (increase by nearly 2/3). In 2007, the number of home visits by doctors to 
disabled persons increased by 53% in urban areas and by 62% in rural areas. The number of home visits by nurses has 
grown by 4/5 in both urban and rural areas. 

 

Use of CHIF funding for incentivised services at POIH establishments in 2007, LTL ‘000 
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Paediatric services accounted for the largest share of incentivised services: 68% (compared to 74% in 2006). The level 
of services of preparing children for school remained nearly the same (+3%): in 2007, 900,600 services were provided 
(2006: 876,000). 

777,600 children’s immunoprophylactic services were provide in 2007, which is by 11% more than in 2006. In 2007, 
the scope of healthcare services for children under 1 year of age increased by 12%, with the number of such services 
totalling 460,400. 

The scope of physiological maternity care services increased by 9% in 2007; the number of such services totalled 
262,100. In 2007, 147,600 home nursing services were provided (+39% compared to 2006). 

A new service - pregnant women’s blood tests was added to the list of incentivised services and 84,900 such services 
were provided. 

Performance indicators were defined and a procedure for the calculation of the indicators was drafted at the end of 2007 
in order to increase motivation of GPs, to improve quality of and access to POIHC services, to make payment for such 
services more flexible and to encourage healthcare establishments to seek better results. Since 2006 patients’ funds 
make extra payments for performance results: additional LTL 10 is paid for outpatient healthcare and LTL 1.2 for 
outpatient mental healthcare per person covered by PHI and registered with an outpatient healthcare institution. Such 
funding was allotted for all healthcare establishments, however, account will also be taken of performance indicators 
after they are approved. 

Expenditure for the payment for incentivised POIH services in 2006 and 2007, LTL’000 
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The evaluation of performance results for 2008 will be based on the intensity of both children’s and adults’ 
health care (where registered patients visit GP at least once in a year for a health examination), 
implementation of preventive programmes (how many patients who have been registered and included in 
preventive programmes were referred by GPs for preventive tests for cancer; in particular, account will be 
taken of the results of implementation of the programme on Preventive Measures against Cervical Cancer 
and the programme on Early Diagnostic Measures against Prostate Cancer); care for patients ill with chronic 
diseases (analysis of how often such patients ill with arterial hypertension, diabetes mellitus, bronchial 
asthma and chronic obstructive lung disease are hospitalised or referred to specialists and how often such 
patients visit GPs). The evaluation of the number of referrals of patients ill with chronic diseases will not be 
aimed to discourage GPs from referring patients to specialists; on the contrary, in order to ensure high 
quality of services the aim is to ensure that all patients receive consulting not less frequently than 
recommended in the methodologies for the treatment of relevant diseases. According to specialists, these 
performance indicators show the general intensity of GP’s work, preventive work carried out, and results of 
treatment of most widely-spread diseases: if persons ill with chronic diseases are hospitalised frequently, are 
not referred to specialists according to established methodologies or are referred too often, one may conclude 
that such patients’ care at primary outpatient healthcare establishments is insufficient. 

In 2007, specialists from SPF and the Ministry of Health conducted a survey of Lithuanian local authorities 
on the subject of obstetricians’’ work and made an analysis of legal acts governing such activities. The 
findings were used in the drafting of an order of the Minister of Health whereby obstetricians are integrated 
into primary individual health care. 

SHORTENING PATIENTS’ WAITING TIME 

In July 2007, a new procedure for the registration and monitoring of waiting lists for individual healthcare 
services, approved by the director of SPF, came into effect. Its purpose is to reduce the waiting time for 
patients wishing to receive specialist’s consultations, expensive examinations or day inpatient services. The 
new procedure is binding upon all healthcare establishments that have concluded agreements with territorial 
patients’ funds. The service monitoring system includes scheduled specialized outpatient care: cardiologist’s, 
neurologist’s, ophthalmologist’s, oncologist’s, urologist’s etc. services, day inpatient services and expensive 
examinations. This system covering as many as 79 different services enables a more thorough analysis of 
access to services at all healthcare establishments and securing the patient’s right to obtain the required 
consultation as soon as possible.  

Patients’ funds analyse trends in the provision of outpatient services as well as access to such services on a 
regular basis. Healthcare establishments are obliged to post information on waiting lists at places visible to 
patients and furnish patients’ funds, on a monthly basis, with information on the waiting times for different 
services.  

In addition, patients’ funds exercise control over the compliance with contractual obligations by healthcare 
establishments. The uniform patient registration procedure requires that a person approaching a healthcare 
establishment for a specialist’s consultation is registered upon his/her arrival and offered the earliest possible 
date of consultation (according to the service register). Previously certain establishments used to offer 
patients to approach the establishment for registration after a week or more in an attempt to reduce the 
waiting lists for specialists consultations. 

Since the spring of 2007 an online information service has been functioning: information of waiting times for 
specialists’ consultations at different outpatient clinics and hospitals is posted on the websites of territorial 
patients’ funds. 



NURSING AND PALLIATIVE TREATMENT SERVICES  

Statistics show that the number of elderly people is increasing in Lithuania: while people older than 65 years 
of age accounted for 15.3% of the population in 2006, it is forecast that in 2050 every third resident of 
Lithuania (35%) will be an “elderly person”. Such demographic trends necessitate a growth in the demand 
for nursing services. Independent work by nurses at patients’ homes is one of the current priorities. Such 
changes are indispensable as due to restructuring of healthcare establishments the number of hospital beds is 
decreasing and the length of treatment is shortened, therefore, patients ill with grave diseases required 
outpatient services, while in most serious cases patients should receive services at home. 

With the aim to develop home nursing services and to improve quality of life for ill people, at the end of 
2007 the Minister of Health approved the Standards for the Provision of Nursing Services at Outpatient 
Healthcare Establishments and at Home. The procedure for payment for home nursing services was 
discussed at the Compulsory Health Insurance Council. Responsibility for the provision of such services lies 
with the establishments at which the patient has been registered.  

It is expected that the procedure for payment for home nursing services will be introduced in May 2008. 
Home nursing services will be provided to persons who are eligible to special permanent nursing care under 
the legal acts. According to the Ministry of Social Security and Labour, there were 27,230 such persons as of 
mid-2007 including 3,121 living in social care institutions. 

Nursing and palliative treatment services provided on inpatient basis are paid from the CHIC budget for up 
to 120 days per calendar year per patient (the set average length of hospitalization). The base prices for these 
services were differentiated depending on patients’ health condition. 

LTL 95,142,200 was allotted for payment for nursing and palliative treatment services in 2007, which is by 
28.1% more than in 2006. 

CHIF budget expenditure for the payment for nursing and palliative treatment services and number 
of services/bed-days in 2002-2007 

PSDF biudžeto l÷šos slaugos ir palaikomojo gydymo 
paslaugoms apmok÷ti ir paslaugų (lovadienių) skaičius 
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EMERGENCY MEDICAL CARE  

Emergency medical care (EMC) services are paid from the CHIF budget according to time spent on duty by 
EMC teams and the hourly basic rates of payment for work on duty. Effectiveness is the key indicator in the 
evaluation of EMC activities. The aim is to achieve that the time from the call registration till the provision 
of emergency medical care in life-threatening cases is max. 10-15 min. in urban areas and 20-25 min. in rural 
areas; in other cases – 30 min. and 45 min. respectively. 

In 2007 the basic hourly rate for work on duty was increased from LTL 46.8 to LTL 52.4. As part of 
implementation of the healthcare establishments’ restructuring approved by the Government, in 2006 
obstetric and gynaecological departments at some municipal treatment establishments were closed and a new 
GP service was implemented – transportation of patients from home to treatment establishment and between 
establishments in cases of normal childbirth or threatening premature childbirth and post-natal pathology. 
The price for this service was increased up to LTL 54.5 in 2007; where an EMC team travels over 100 km in  
providing such service, a coefficient “2” is applied to the base price for the service. 

LTL 114,602,100 was allotted for payment for EMC services in 2007, which is by 12.8% more than in 2006. 

 

Number of EMC Teams and Numbers of Residents Served 

 2002 2003 2004 2005 2006 2007 

Population at year 
beginning, thou. 3475.6 3462.5 3445.9 3452.3 3403.3 3384.9 

Number of EMC teams 
at year beginning, thou. 271 264 258 249 251 250 

Residents served per 
team, thou. 12.8 13.1 13.4 13.8 13.6 13.5 

 

SIGNIFICANT CHANGES IN SERVICE STRUCTURE 

Since January 2007, individual healthcare services are paid for according to a new procedure 
approved by the Minister of Health (order by the Minister of Health “Concerning Approval of the 
Procedure for Payment for Individual Healthcare Services” No. V-1113 of 22 December 2006). The 
procedure is applied to payments for specialised outpatient, reception and emergency medical care, 
day inpatient, day surgery, monitoring, short treatment, inpatient services and services which were 
provided on inpatient basis but should have been provided at an outpatient clinic. 
The introduction of the new procedure enables individual healthcare establishments (IHE) to independently choose 
those service provision forms that are optimal both for them and their patients, to focus on those forms which are most 
cost-effective, to abandon restrictions on service provision (the so-called quotas) and the grouping of inpatient services, 
to introduce payment for inpatient services based on the general and special requirements for the provision of such 
services and equal payment for day surgery, reception and emergency care services irrespective of location, to set aside 
a reserve in the healthcare establishment‘s budget for a more flexible payment for priority services, etc. Taking 
guidance from this procedure, territorial patients‘ funds and individual healthcare establishments earmark funds for the 
payment for inpatient and other services and for reserves. 

In 2007 agreements on payment for non-inpatient and short treatment (up to 72 hours) services were concluded on 
priority basis. Short treatment services, if the number does not exceed the target set in the agreement between a PF and 
IHE, are paid at a 60% of the relevant basic inpatient service price, while non-inpatient individual healthcare services 
are paid for at the set base prices. Day surgery, reception and EMC services are paid at base prices, also in those cases 
when they are provided on day inpatient basis. 

The introduction of a new monitoring service in 2007 contributes to the resolution of service access and certain social 
problems. The service is of particular importance for district hospitals which previously often faced a dilemma – is it 
safe to discharge a patient who is a rural dweller immediately after medical care has been provided to him/her. It has 



been established that the monitoring service is provided if the patient’s examination at the reception and EMC 
department does not allow an exact assessment of his/her health condition or if the patient’s health or life would be 
under the threat if he/she is discharged from hospital immediately after the required care is provided. Where 
examinations and treatment actions take from 8 to 24 hours or where the patient’s safe transportation back home cannot 
be ensured, the monitoring service must be provided as well. Upon evaluation of the results of the new payment 
procedure for Quarter I and taking IHEs proposals into consideration, on 1 May 2007 the base price for the monitoring 
service was indexed and the minimal length of the monitoring service was changed (4 hours instead of 8 hours). 

 

Monitoring services provided in 2007, by months  

2008 m. vasaris 22

Steb÷jimo paslaugų duomenys  2007 m. m÷nesiais
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Compared with 2006, in 2007 healthcare establishments provided 675,000 (+1/10) more services that are considered 
priority ones (specialised outpatient, reception and EMC, day inpatient, day surgery, monitoring, short treatment 
services). The number of such services totalled 7.3 million in 2007. There has been a focus on the development of 
advanced forms of service provision and the number of day surgery services increased 2.1 times and short treatment 
services - 2.6 times in 2007 compared with 2006. The scope of day inpatient services increased by 1/5. 

Day surgery includes services which are not necessarily provided on inpatient basis and which are effective due to 
employment of modern diagnostic and treatment methods. It has been defined that a day surgery service is a scheduled 
healthcare activity of surgery, paediatric surgery, urology, abdominal surgery, vascular surgery, face and jaw surgery, 
plastic and reconstruction surgery, orthopaedic traumatology, obstetrics and gynaecology, ophthalmology and 
otolaryngology where local, regional or general anaesthesia is applied, patient’s care during up to 24 hours is provided 
and surgical procedures are applied using modern technologies, with the patient remaining in his/her usual social 
environment. Where necessary care may be prolonged for up to 48 hours. 

 

 

Numbers of individual healthcare services in 2006 and 2007 (‘000) 
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Numbers of outpatient and inpatient individual healthcare services in 2006 and 2007 (‘000) 

2008 m. vasaris 7
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According to specialists, day inpatient and day surgery services have a number of advantages: the waiting lists of 
individuals requiring scheduled operations are reduced, the length of absence from work is shortened, access to health 
care is improved in cases where inpatient treatment is refused for domestic or work reasons, and the risk of hospital 
infections is diminished. It is important that the inpatient flows are not increased but just reallocated at day surgery 
departments, which means that healthcare funds are used more efficiently. 

The implementation of the day surgery services concept on a national scale has resulted in a considerable increase in the 
scope of day surgery services: 2.1 times more in 2007 compared with 2006 (75,200 and 36,500 respectively). 

At the end of 2007, the standards of provision of day surgery services and the list of such services were updated. The 
list was supplemented by both simple services (or Group I services, which will form the basis of outpatient surgery in 
the future) and longer-lasting and more costly services. In all, 86 services were added to the list; in the future, as many 
as 139 day surgery services may be provided at healthcare establishments meeting the set requirements. The services on 
the list are grouped into six categories, where diseases and conditions and treatment methods are categorized according 
to complexity of treatment, financial costs and length of treatment. While the base prices for simple services have 
lowered, those for complicated services have been raised. According to TPFs’ estimations, these rate changes will cost 
additional LTL 16 m for the CHIF budget. 



 

The number of day inpatient services has grown in 2007 too. Intensive rehabilitation of children’s development 
disorders and oncological chemotherapy services dominate this category. The majority of such services were provided 
at healthcare establishments of the areas served by Vilnius, Kaunas and Šiauliai TPFs. Last year saw a marked increase 
(44.7%) in the number of day inpatient services at the establishments in Klaip÷da TPF‘s area. 

Compared with 2006, the number of inpatient services decreased by 11% in 2007. According to estimations, the 
demand for such services is going to decrease in 2008 as well. Analysis shows that the scope of hospitalisation has 
decreased to the largest extent at the healthcare establishments of the Klaip÷da TPF. 

Numbers of day inpatient services in 2003-2007 

Dienos stacionaro  pacientai 2003-2007 m.

1.448

10.402

794

223

15.901

2.606

708

500

1.756

10.921

870

238

16.309

2.933

554

1.596

2.124

1.645

12.662

844

274

17.183

3.068

1.030

2.122

3.482

1.695

16.545

983

303

17.672

3.395

870

2.135

3.579

1.813

9.554

14.735

1.702

280

18.425

3.877

1.326

1.038

3.933

0 5.000 10.000 15.000 20.000 25.000 30.000 35.000

Akušerijos

Onkologijos

Onkologija chemioterapija*****

Dermatovenerologija

Psichiatrijos, ps ichosomatikos****

Vaikų ir paauglių psichiatrijos d. stac. paslaugos  (vaikų ir paauglių psichiatrija
IIA)***

Vaikų vys tymosi sutrikimų intensyvios ios  reabilitacijos

Suaugus iųjų psichiatrija

Hematologijos, vaikų onkohematologijos**

Dienos  oftalmologin÷s chirurgijos  (DOCH) paslaugos

Invazin÷s skausmo malšinimo procedūros*

2003 2004 2005 2006 2007

* nuo 2003-08-01; ** nuo 2004-05-01 (vaikų onkohematologijos nuo 2006-04-01); *** nuo 2004-01-01; **** iki 2004-01-01; ***** nuo 2007-05-01

 
Invasive pain suppression procedures* 
Day ophtalmological surgery services 
Haematology & paediatric oncohaematology services** 
Adult psychiatric services 
Child development disorders intensive rehabilitation services  
Child & adolescent psychiatry day inpatient services (child & 
adolescent psychiatry IIA)*** 
Psychiatric & psychosomatic services**** 
Dermatovenerologist services 
Ocological chemotherapy services***** 
Oncological services***** 
Obstetrician’s services 

 

* from 01-08-2003  ** from 01-05-2004 (child oncohaematology from 01-04-2006) 
*** from 01-01-2004   **** from 01-01-2004    ***** from 01-05-2007 

 



Restructuring of health care establishments, development of outpatient services, primary health care, nursing and 
palliative treatment, and optimisation of inpatient services leads to the reduction of the number of hospitalisations, 
while the introduction of the new payment procedure enabled the increase of the number of healthcare services by as 
many as 577,900 compared to 2006. 

Hospitalisation Indicators in the Areas Served by Territorial Patient Funds (per 100 residents) in 
2003-2007 

2008 m. vasaris 8

Teritorinių ligonių kasų veiklos zonos gyventojų
hospitalizacijos rodikliai (100 gyventojų) 2003 - 2007 m. 
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2004 20,3 18,4 21,3 20,7 21,3 21,1

2005 20,2 18,6 20,9 20,9 20,2 21,2

2006* 19,0 17,9 19,3 20,1 19,4 19,4

2007** 16,0 15,8 15,9 15,5 16,3 16,6

Šalyje Vilniaus  TLK Kauno TLK Klaip÷dos TLK Šiaulių TLK Panev÷žio TLK

* -hospitalizacijos atvejai apskaičiuoti vadovaujantis Stacionarinių asmens sveikatos priežiūros paslaugų apmok÷jimo bei jų kiekio ir 
metin÷s sutartin÷s sumos apskaičiavimo tvarkos aprašo, patvirtinto LR sveikatos apsaugos ministro 2006-02-10 įsakymu Nr. V-104 
(Žin.,  2006, Nr. 23-762, Nr. 48-1748, Nr. 75-2894, Nr. 93-3666), 27 punktu;

** - hospitalizacijos atvejai apskaičiuoti vadovaujantis Asmens sveikatos priežiūros paslaugų apmok÷jimo tvarkos aprašo, patvirtinto 
LR sveikatos apsaugos ministro 2006-12-22 įsakymu Nr. V-1113 (Žin.,  2006, Nr. 144-5512), 9 punktu.

 
 National Vilnius TPF Kaunas TPF Klaip÷da TPF Šiauliai TPF Panev÷žys TPF 
 
* hospitalisation cases calculated based on Clause 27 of the Procedure for the Calculation of Payments for and Quantity of Inpatient 
Individual Healthcare Services and the Annual Contractual Amount approved by order of Minister of Health No. V-104 of 10 
February 2006 (Official Gazette 2006, No. 23-762, No. 48-1748, No. 75-2894, No. 93-3666) 
** hospitalisation cases calculated based on Clause 9 of the Procedure for the Calculation of Payments for Individual Healthcare 
Services approved by order of Minister of Health No. V-1113 of 22 December 2006 (Official Gazette 2006, No. 144-5512). 
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EXPENSIVE EXAMINATIONS AND PROCEDURES  

During the period from 2002 to 2007, the numbers of expensive examinations and procedures paid 
from CHIF budgets were steadily increasing. LTL 147,105,400 were paid for such services in 2007. 
The number of healthcare establishments carrying out expensive examinations and procedures was 
increasing as well, therefore, access to such services was being improved. Such examinations and 
procedures are provided to patients on both outpatient and inpatient basis taking account of the 
patient‘s health condition. 
To ensure optimal employment of latest technologies, criteria for the development and the demand for the services 
involving such technologies and paid from the CHIF budget should be identified. For example, computed tomography 
(CT) and magnetic resonance imaging (MRI) help diagnose diseases very effectively. The numbers of CT and MRI 
examinations have increased by nearly 12,000 and 11,000 respectively in 2007 compared to 2006, with the CHIF 
funding increased by nearly LTL 5 m and over LTL 3 m respectively. 



 

 

In the spring of 2006, two more procedures – CT angiogram and MRI angiogram were included in the list of medical 
diagnostic tests paid from the CHIF budget. The numbers of these tests have increased considerably in 2007. 

In 2007 the base prices for the MRI procedures differentiated according to capacity of medical equipment were 
approved. The standards and base prices for the intervention diagnostic and curative radiological procedures and 
haematological services (primary and repeat immunotyping, genetic and coagulation tests) were also approved. 

Sophisticated and expensive technologies such as immunotyping, genetic and blood coagulation tests are required for 
effective diagnosing of oncohaematological diseases and haemophilia as well as for the assessment of treatment 
effectiveness. Due to high cost of these tests, most primary diagnoses are made in hospitals even though part of such 
patients could be examined and treated on an outpatient basis or in day care institutions. Thus the inclusion of the tests 
in the list of expensive examinations and procedures enabled the saving of CHIF funds and improving both access to 
and quality of services. It is estimated that approximately 1,840 of such high-tech outpatient examinations would be 
done in Lithuania every year including 600 immunotyping, 1,000 genetic and 240 coagulation tests. 

Haemodialysis is one those vitally important services the demand for which is being fully met at present. Over 190,000 
such procedures were carried out in 2007 and approx. LTL 65 m was allotted from the CHIF budget for this purpose. 

In 2007, 241 intra-aortic balloon contrapulsation services were provided, with over LTL 1 m allotted for them from 
CHIF budget. The intra-aortic balloon contrapulsation is an urgent procedure applied to patients diagnosed with 
advancing cardiovascular insufficiency which threatens patient‘s life. The provision of such services is limited to the 
five largest healthcare establishments of the country – those having intervention cardiovascular surgery departments. 

MEDICAL REHABILITATION AND SANATORIUM TREATMENT SERVICES  

Treatment of grave diseases is related to medical rehabilitation services. The benefits of the latter are 
apparent: the length of inpatient treatment is shortened, rehospitalisation rates are decreased, less 
medicines are required, serious complications are avoided, the need for indispensable care is 
diminished, patients are more independent and, therefore, the quality of life is improved. Medical 
rehabilitation services for insured persons referred to rehabilitation establishments that have 
concluded agreements with TPFs are paid at base prices. The costs of such services amounted to LTL 
131.8 m in 2007 (2006: LTL 111.4). In 2007, medical rehabilitation and sanatorium treatment services 
were provided to 78,072 persons.  
TPFs allocate funds to individual healthcare establishments for medical rehabilitation and sanatorium treatment services 
according to methodologies that take account of numbers of residents served, age structure, prevalence of certain 
diseases and numbers of operations performed. 

In 2007 just as in previous years the aim was to achieve that services for children would account for at least one fifth of 
the funds allotted for medical rehabilitation and sanatorium treatment services; however, the actual rate was just 18.1% 
(2006: 17.3%). 

In Lithuania rehabilitation is a phased process. Phase one comprises procedures provided at outpatient clinics or 
hospitals. This is necessary to avoid complications of diseases, shorten the length of inpatient treatment, and reduce the 
risk of disability. If provision of such rehabilitation services is impossible, the patient may be referred directly to a 
healthcare establishment providing Phase II or Phase III services.  

Phase II or Phase III rehabilitation is provided to patients after serious diseases and traumas. The gravest patients 
receive this treatment at specialized rehabilitation departments of multidisciplinary hospitals, rehabilitation hospitals or 
sanatoria. 

The demand for adult rehabilitation services still exceeds financial capacities of the CHIF budget. The information 
available to the SPF shows that the numbers of patients ill with acute cerebrovascular diseases and patients on whom 
cardiovascular and similar operations are performed are increasing, which raises the demand for rehabilitation services. 
Therefore, efforts are aimed at ensuring access to such services for patients in cases of acute diseases and traumas, 
persons who have suffered cardiac infarction or stroke, and patients after head, spine or joint surgeries. 

While the demand for medical rehabilitation and sanatorium treatment services is not being met, the number of 
rehabilitation services provided is increasing every year. The number of outpatient rehabilitation services has increased 
by as much as 23.8% in 2007 compared to 2006. Outpatient rehabilitation services accounted for 18.3% of all 
rehabilitation services in 2007 (2006: 15.4%) and for 8.3% of total funding for rehabilitation services (2006: 7.4%). 



Outpatient rehabilitation was considered to be a priority in the indexation of the base prices for rehabilitation services in 
2007. This type of rehabilitation has a number of advantages: the patient can receive the services without leaving his/her 
place of residence, outpatient rehabilitation is much cheaper than the inpatient one and its duration can be longer. The 
shortcoming is that residents in rural areas often cannot use the service as rehabilitation departments are located at 
district centres. 

Dynamics of medical rehabilitation and outpatient rehabilitation financing and services in 2003-2007 

Medicinin÷s reabilitacijos bei ambulatorin÷s reabilitacijos 
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TOWARDS BETTER QUALITY OF SERVICE  

The State Patients Fund, working jointly with experts from territorial patients funds, exercise control 
over the quality and quantity of individual healthcare services paid by the CHIF budget, make 
financial analyses of the use of funds, identify cases of loss inflicted upon the budget and recover funds. 
As of 2007, the TPFs have concluded 807 agreements with establishments providing individual health care services 
(including rehabilitation and sanatorium treatment services) and 496 agreements with pharmacies. 666 control 
procedures were carried out in order to check the quality of services provided by the healthcare establishments and 
pharmacies (including 519 scheduled and 147 non-scheduled checks). An analysis of the use of funds received from 
TPFs has shown that damage amounting to over LTL 1,180,000 was inflicted upon the CHIF budget in 2007. 

In 2007, 70 checks of primary individual healthcare services were carried out, focused on the access to and 
appropriateness of the services, numbers of and accounting for the services, quality of medical documentation and 
compliance with regulations as well as 25 checks of the grounds for referral to specialists, numbers and quality of 
specialists’ consultations, and correctness of submitted bills for consultations. Over 12,000 medical documents were 
checked. It has been established that damage amounting to over LTL 35,000 has been done to the CHIF budget. 

63 checks of palliative treatment and nursing services were carried out in 2007 resulting in the identification of the 
damage amounting to over LTL 61,000. 61 checks of Level II and III inpatient services have revealed that damage to 
the budget amounted to over LTL 769,000. 



The purpose of 26 checks was to determine whether referrals for medical rehabilitation and sanatorium (anti-relapse) 
treatment had been justified and to assess the access to and appropriateness of the services, the numbers of and 
accounting for the services, the quality of medical documentation and compliance with regulations. 

LTL 156,000 damage to the CHIF budget was established on completion of 181 checks of the grounds for administering 
compensated medicines and medical aids. 

121 checks of pharmacies were carried out in order to determine whether the issue of compensated medicines and 
medical aids was justified. The resulting damage to the CHIF budget totalled over LTL 10,000. Whereas 123 control 
procedures carried out in 2006 revealed a damage of over LTL 20,000. 

THE NUMBER OF ONCOLOGICAL PATIENTS COULD BE CONSIDERABLY SMALLER  

The results of last year’s preventive programmes convincingly show that the number of people ill will 
cancer could be considerably smaller. According to the Institute for Oncology at Vilnius University, 
since the programme on the prevention of cervical cancer was launched in 2004, cancer phase I is 
diagnosed much more often than cancer phase II, III or IV. It has been proved that an active breast-
cancer prevention programme can reduce relevant mortality by as much as 25-30%. The preventive 
programme on prostate cancer – the one yielding best results among all the cancer prevention 
programmes implemented in Lithuania - has contributed to the reduction of the rate of deaths from 
cancer. 
Experience of the European countries where cancer prevention programmes have been existing for decades is an ample 
proof of the benefits provided by such programmes. For example, Sweden has been implementing a cervical cancer 
prevention programme since 1960, Luxembourg – 1962, Finland – 1963, Denmark – 1967, Germany – 1971, Austria – 
1970, Spain – 1986, UK – 1988, France and Portugal – 1990 etc. In Lithuania, a programme on the prevention of 
malignant tumours of the cervix was the first cancer prevention programme (launched on national scale in the summer 
of 2004). In September 2005, the programme on the funding of selective mammographic tests and in December 2005 – 
the programme on the funding of early diagnostics of prostate cancer were approved. 

The ages of women and the intervals of calls for checks under the cervical cancer prevention programme differ from 
country to country. However, women in the age interval from 25 to 60-65 years are checked most frequently and the 
usual check interval is three years. Before 2008, women from 30 to 60 years of age were checked in Lithuania; now the 
age range has been adjusted and covers women from 25 to 60 years. As in most other countries, women are invited for 
checks every three years.  

In 2007, 75,000 women were checked under the cervical cancer prevention programme; in 967 of them pre-
cancerous changes or non-invasive cancer and in 38 of them indications of cancer were found. Since the start of the 
programme (in the period from July 2004 till December 2007), over 368,000 women (48% of all women aged 30-60) 
were checked: indications of cancer were found in 225 and pre-cancerous changes in 4,188. 

LTL 3.5 m was allotted for this programme in 2007; 65.8% of the funds, i. e. LTL 2.3 m were used (2006: LTL 3.8 m, 
used 50.7%). In 2008, the funding for the programme will be increased to LTL 5.8 m as younger women are going to be 
included in the programme. 

 

 

 

 

 

 

 

 

 

 

 



Implementation of the Cervical Cancer Prevention Programme in 2004-2007 (at territorial patients’ 
funds) 
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Findings of biopsies performed under the Prostate Cancer Prevention Programme in 2007 (data from 
SPF IS) 

Priešin÷s liaukos 2007 m. atliktų per programą
biopsijų rezultatai (SVEIDROS duomenimis)
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The data for 2007 show that in Lithuania men are more concerned about cancer prevention than women: the prostate 
cancer prevention programme was the last to be started but implemented most actively. All men aged 50-75 and men 
from 45 years whose fathers or brothers had been ill with prostate cancer are checked free of charge under the 
programme. According to specialists preventive checks are necessary because symptoms of prostate cancer do not 
manifest themselves for a long time. This may be one of the reasons why prostate cancer is the most prevalent 
oncological disease among Lithuanian men. While on average 2,000 new cases of cancer were diagnosed annually in 
2004-2005, in 2007 the number of such cases reached 3,500. Such increase can be explained also by the implementation 
of the programme which prompted many men to undergo the checks. On the other hand, in approximately 60% of all 
the men who were checked under the programme and who were diagnosed with malignant tumours, cancer phases I or 
II was established, whereas cancer phases III or IV was diagnosed in as many as 63% of patients who had visited 
doctors because of serious problems and not for prophylactic purposes. 

Quite high activeness of men in this preventive programme inspires hope that diagnosing of cancer in early phases will 
become more effective. 107,000 men were checked in 2007. LTL 7.6 m was allotted for this programme and 81.6% of 
the funds (LTL 6.1 m) were used. As much as LTL 8.3 m have been earmarked for this programme in 2008. 

47,000 women aged 50-69 were checked under the breast cancer prevention programme in 2007 (2006: 48,000); 
potentially malignant changes were found in 381 women and malignant changes in 127 women. LTL 3.9 m was allotted 
for this programme in 2007, of which LTL 2.7 m (70.3%) were used (2006: LTL 2.5 m allotted, 86.3% used). LTL 4 m 
has been allotted for this programme in 2008. 

Just like in case of the prostate cancer prevention programme, this programme allows concluding that preventive checks 
help detect cancer in early phases. In approx. 80% of all women who were checked under the programme and who were 
diagnosed with malignant tumour, cancer phases I or II were established, while in the total number of women who did 
not undergo preventive checks and who were diagnosed with breast cancer, early phases were diagnosed only for a little 
over 50% of patients. 

 

Findings of mammographies carried out in 2007 (data from SPF IS) 
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PREVENTION OF CARDIOVASCULAR DISEASES  

Among the preventive programmes funded by the CHIF budget, implementation of the programme on 
screening and preventive measures for people in the high cardiovascular risk group has been most 
difficult before 2007. However, 2007 was the year of transformation: LTL 3.4 m were used out of the 
allotted LTL 3.5 m. Cardiovascular diseases is the most common cause of disease incidence and 
mortality both in Lithuania and in the world. Therefore, a rise in the activeness of implementation of 
this programme is an indicator of good preventive work. 
The purpose of preventive checks is to reduce incidence of cardiovascular diseases (angina pectoris, myocardial 
infarction, cerebral ischemia, stroke, thrombosis of peripheral arteries) and to conduct screening for atherosclerosis and 
diabetes mellitus in order to prevent these diseases. The measures under this programme are applied once in a year to 
men aged 40-55 and women aged 50-65. Approx. 690,000 people of this age live in Lithuania.  

The programme is implemented by those primary individual health care establishments which have entered into 
agreements with TPFs and by the special vascular diseases’ prevention units of the Vilnius University Santariškių 
Clinic and Kaunas Medical University Clinic. As part of the check, a GP identifies risk factors and draws up an 
individual disease prevention plan. Where the probability of cardiovascular diseases is high, the GP refers the patient to 
specialized centres for further examination and treatment is administered as necessary. 

In 2007, such services were provided to 73,000 people. It is very important to note that along with the increase in the 
number of services under the programme the number of participating primary individual healthcare establishments is 
increasing as well. 

Comparison of the numbers of participating POIHEs and of information services in 2006 and 2007 
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CHILDREN’S DENTAL CARE  

The programme on coating children’s teeth with sealants, which had been started in 2004, was 
continued in 2007. 
LTL 3 m were allotted for the programme in 2007, the cost of services provided to over 40,000 children totalled LTL 
1.6 m. Whereas in 2006, LTL 1.6 m were also used out of the LTL 2 m allotted for the programme and the services 
were provided to approx. 50,000 children. 

At present the programme covers children aged 5-13 (before the child becomes 13 years of age) whose teeth (molars) 
are coated with sealants. The age range was selected according to specialists’ recommendations. 

Such services of coating children’s teeth with sealants are provided free of charge at outpatient clinics and family 
medicine centres which employ odontologists or oral hygiene specialists and which have entered into agreements with 
TPFs. Such healthcare establishments are paid for all the sealant coating services provided to children in the afore-said 
age range. Since 1 May 2007 the rate of payment per tooth (including purchase of sealants and pay to odontologists) is 
LTL 17, for two teeth LTL 22.8, for three LTL 28.5, and for four LTL 34.2. 

Dental sealants applied to the grooves on the chewing surfaces protect molars from decay. Coating with sealants is a 
much simpler and cheaper procedure than cavity filling. According to Swedish researchers, approx. 80-96% of the 
children whose teeth were coated with sealants did not complain of teeth decay even after eight years. Unfortunately, 
the implementation of the preventive programme on coating children’s teeth with sealants has been slow.  

On 20 December 2007 the Minister of Health approved a new procedure for the payment for the services of coating of 
children’s teeth with sealants under which TPFs pay for such services directly to healthcare establishments and not to 
municipalities which acted as intermediaries and transferred the funds to TPFs. Now the funds allotted for such services 
should reach the service providers quicker. 

HEALTH PROGRAMMES IMPLEMENTED JOINTLY WITH LOCAL AUTHORITIES  

In 2007, LTL 2 m (2006: LTL 1.5 m) were allotted from the CHIF budget to the special programme on 
the support of health programmes implemented by local authorities (“the Special Programme”). 
97.6% of these funds have been used. 
The majority of the funds were earmarked for the programmes on health promotion at pre-school educational 
establishments, healthy lifestyle education at secondary schools, and health promotion and healthy lifestyle education in 
urban and rural communities implemented by local authorities. In 2006, LTL 530,500 were used in 2006 (34.2% of the 
funds of the Special Programme); in 2007 – LTL 719,000 (36.8%). 

LTL 679,400 were allotted for the programmes on prevention of cardiovascular, oncological and addiction diseases 
(43.8% of the funds of the Special Programme); in 2007 – LTL 636,400 (32.6%). 

In 2006, LTL 189,000 were spent on the programmes on tuberculosis prevention and control, parasitic diseases 
prevention and control, and contagious diseases prevention (12.2% of the funds of the Special Programme);  in 2007 – 
LTL 454,000 (LTL 23.3%). 

In 2006, LTL 81,600 (5.3% of the funds of the Special Programme) were spent for investigations into water quality of 
drilled wells and bathing waters monitoring; in 2007 – LTL 78,700 (4%). 

For other municipal programmes funded from the Special Programme, LTL 63,900 were used in 2007 (3% of total 
funds) compared to LTL 72,100 in 2006 (4.6%). Among these programmes, the suicide prevention programme should 
be separated out whose funding has been increasing every year: the level of funds’ use doubled in 2007 compared to 
2006 (LTL 51,700 and LTL 24,500 respectively). 

 

 

 

 

 

 

 



 

Utilisation of the CHIF funds for the Special Programme on the support of health programmes 
implemented by local authorities in 2006-2007, by programmes 

 
 

FUNDING OF SCHOOL-CHILDREN’S HEALTHCARE  

In 2007, LTL 7.8 m was allotted from the CHIF budget to the programme on the funding of healthcare at 
schools. Funding per pupil at schools whose founders are local authorities (totalling approx. 492,000 pupils) was LTL 
13.9; at schools founded by other institutions (totalling approx. 52,000 pupils) – LTL 20.8. 

A municipal medical officer is responsible for the management of individual and public health within the territory of a 
municipality. The funds received from the CHIF budget are transferred by local authorities to healthcare units of pre-
school educational establishments, primary, basic, secondary, youth, vocational and high schools depending on the 
numbers of pupils. 

Where a school has been founded by a local authority, the school may claim CHIF funds only if it allots 1/3 of the 
required amount from its own funds. Schools founded by other institutions are wholly financed by the CHIF budget. 

All the founders have been obligated to pay household costs of schools’ healthcare units. The funding received from the 
CHIF budget covers wages and operating costs. The aim is to ensure that the schools’ healthcare specialists, apart from 
providing first aid, would propagate healthy lifestyle, encourage schoolchildren to get out of habits detrimental to health 
etc. The management of children’s health care at schools is monitored by the State Public Health Service under the 
Ministry of Health. 
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RESTRUCTURING PROGRAMME FUNDS – FOR REORGANISATION OF 58 HEALTHCARE 
ESTABLISHMENTS  

Service restructuring programmes prepared by the founders of healthcare establishments are financed 
from the Service Restructuring Programme of the CHIF budget. The current objective of this 
programme is to implement the second phase of healthcare establishments restructuring (2006-2008), 
its main tasks including the consistent improvement of quality of and access to healthcare services, 
optimization of the healthcare services’ structure, further restructuring of the network of healthcare 
establishments, and more efficient use of human, financial and material resources. 
The service restructuring programmes prepared by the founders of healthcare establishments are examined and 
considered by TPFs, the Compulsory Health Insurance Council, and a special commission formed by order of the 
Minister of Health. If a programme is approved, funding is allotted from the CHIF budget. 

In 2007, LTL 20.9 m was allotted for the Service Restructuring Programme according to an approved estimate plus 
LTL 34.1 m from the CHIF budget reserve. However, not all the funding has been used. LTL 18.8 m were spent on the 
Service Restructuring Programme in 2007 and on the measures started but not completed in 2006 (including LTL 13.2 
m – from the reserve). Funding was allotted for 58 healthcare establishments: service benefits for dismissed employees, 
repairs/renovations of premises and acquisitions of medical equipment. 

Service Restructuring Programme in 2000-2007, LTL’000 
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MORE AND MORE PEOPLE GIVE BLOOD WITHOUT COMPENSATION 

In 2007, LTL 39.2 m of the CHIF funds were spent on the National Blood Programme (including LTL 
408,000 from the CHIF budget reserve earmarked for the pay increase phase IV starting on 1 May 
2007). Nearly all the allotted funds (LTL 38.9 m) were used for the implementation of the programme. 
The purpose of the National Blood Programme is to provide safe blood, its components and preparations to individual 
healthcare establishments. The blood donorship institutions implementing the programme face the following tasks: 
propagate voluntary blood donorship without compensation and pay compensations to donors giving blood or its 
components, ensure that sufficient amounts of blood are taken in order to meet the needs of healthcare establishments, 
prepare blood, its components and preparations and issue them to healthcare establishments, and fraction freshly-frozen 
plasma that has not been used for clinical purposes in accordance with the EU’s Good Manufacturing Practice. 



Our country aims to develop blood donorship without compensation according to the EU legislation. The main 
advantage of such donorship is that the blood obtained in this way is healthier and safer. 

Following a procedure established by the Minister of Health, part of the funds earmarked for compensations to blood 
donors are used for the promotion of voluntary unpaid blood donorship. In the 2007 budget of CHIF, LTL 3.2 m were 
earmarked for such compensations; LTL 2.5 were paid and LTL 396,500 were used for promotional purposes.  

It should be noted that the number of voluntary unpaid donors was increasing in Lithuania in 2007: 92,300 people 
donated blood including 29,700 without compensation (2006: 92,600 and 20,000 respectively). In 2006, LTL 2.9 m 
were paid as compensations to donors. 

So the number of paid donors decreased by 13.8% in 2007 compared with 2006, while the number of unpaid donors 
increased by 48.5%. Expenses for donor compensations were lowered by 13.7%. The main thing is that the programme 
has helped to fully meet the healthcare establishments’ demand for blood, its components and preparations. 

 Number of donors, 
total Paid donors Unpaid donors Compensations 

paid, LTL‘000 
2006 92,600 72,600 20,000 2904 
2007  92,300 62,600 29,700 2505.3 
Change, % - 0.3 -13.8 +48.5 -13.7 

 

LITHUANIA’S EXPENDITURE FOR MEDICINES: HIGHEST AMONG THE BALTIC STATES  

In many countries, the rate of growth in healthcare sector expenditure is higher than that in the gross 
domestic products. Rapid development of new medical technologies, aging of the population and 
higher patients’ expectations are the main factors contributing to the increase in the healthcare 
expenditure. Compensated medicines account for a considerable part of this expenditure. 
In 2007, the CHIF budget expenditure for compensated medicines and medical aids increased by LTL 84 m (+16%) 
compared to 2006. While in 2006 LTL 534 m were spent for these purposes (LTL 504 m for medicines and LTL 30 m 
for means), in 2007 these figures increased to LTL 618 (LTL 581 m and LTL 37 m) respectively, which exceeds the 
plan by LTL 30 m. 

The per capita expenditure for medicines and medical aids were the highest in Lithuania among the Baltic States in 
2007. This means that our country has the highest spending on compensations for medicines administered in the course 
of outpatient treatment. 

At present three methods of compensation for the costs of medicines and medical aids  are used in Lithuania: 
compensation according to the List of Diseases and Compensated Medicines for Their Treatment and the List of 
Compensated medicines approved by the Minister of Health; central purchasing; and compensation for the costs of 
medicines and medical aids in cases of rare diseases and conditions.  

100%, 90%, 80% or 50% of the base price of the medicines administered under the List of Diseases and Compensated 
Medicines for Their Treatment is compensated for depending on disease. 100% compensation is applied to medicines 
for chronic diseases that are prevalent among elderly people and very expensive medicines for certain grave diseases 
such as cancer, tuberculosis, coagulation defects, diabetes mellitus, schizophrenia, epilepsy, asthma etc. 

50% of the base price of the medicines on the List of Compensated Medicines is refunded to certain social groups 
including pensioners, disabled persons Group II, people who are partially able-for-work and for whim a 30-40% ability 
for work has been established, and people receiving social pensions. For children under 18,  persons who have been 
recognised as unable for work and persons who have reached the old-age pension age and who have been recognised as 
ones with high special needs, a 100% compensation is applied under both lists. 

As in many other EU Member States, both base prices for and surcharges are set for the compensated medicines. A 
surcharge is a difference between a retail price and a base price which is compensated for to a certain extent. A price-
list of compensated medicinal preparations approved by order of the Minister of Health every year establishes the base 
prices, the maximum retail prices and the surcharges for compensated medicines. In this price-list the compensated 
medicines are grouped by generic names and methods of use. The base price for each group is set according to package 
with the lowest active substance price, therefore, the surcharge for medicines with the same generic name but of 
different manufacturers/packages can vary. Such an arrangement encourages competition of manufacturers and lowers 
prices for medicines. 



Expensive medicines that are administered according to strictly applied indications are purchased centrally. Such 
medicines are most often used for the treatment of patients on inpatient (including day inpatient) basis. The funds 
allotted for central purchasing can also be used to compensate for the costs of medicines and medical aids in cases of 
rare diseases and conditions provide that the latter are confirmed through specialists consultation. 

In 2007 the number of prescriptions for compensated medicines increased by 500,000 compared to 2006. In 2003, 8.9 m 
prescriptions were made; in 2004 – 9.7 m, in 2005 – 10.1 m, in 2006 – 10.5 m, in 2007 – 11 m. 

 

CHIF budget expenditure for compensated medicines, LTL million 
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Per capita expenditure for outpatient medication treatment (EUR) 
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In 2007 as many as 1.2 m patients, i. e. 34% of the Lithuanian population made use of the benefits provided by the 
compensated medicines system. The majority of compensated medicines go to elderly people: 86% of all people older 
than 75 years and only 10% of people aged 25-44 were taking such medicines in 2007. On average LTL 530 were 
allotted from the CHIF budget for compensated medicines per patient. In 2007, the per capita CHIF budget expenditure 
for compensated medicines is LTL 185; the number of prescriptions per capita is 3.3; the average cost per prescription 
is LTL 57. 

CHIF budget expenditure for compensated medicines and medical aids by age groups in 2007 

 

Age 
group  

Share of 
patients 

receiving M 
& MA (%) in 

total 
population 

Average 
compensation 

per 
prescription, 

LTL 

Average 
number of 

prescriptions 
per patient  

Average 
number of 

prescriptions 
per capita 

Compensation 
per patient, 

LTL 

Average 
compensati

on per 
capita, 
LTL 

0-14 48.5 38 3.1 1.5 118 57 
15-24 13.5 103 3.1 0.4 315 43 
25-44 10.5 129 6.4 0.7 831 88 
45-64 39.5 63 10.4 4.1 657 260 
65-74 74.7 49 13.6 10.1 663 495 
75 + 86.2 43 15.0 12.9 638 549 
Total: 34.8 57 9.4 3.3 530 185 

 
An analysis of the CHIF budget expenditure according to the WHO ATC (Anatomical Therapeutic Chemical) 
classification system shows that cardiologic medicines account for the largest share of the expenditure. Expenditure for 
medicines for vascular diseases accounted for as much as 25% of total expenditure; for nervous system diseases – 
16.3% and for oncological diseases – 15.6%.  



CHIF expenditure for compensated medicines and medical aids by groups of diseases (ATC classification) 

Diseases/Medication  CHIF expenditure 
in 2006, LTL 

CHIF expenditure 
in 2007, LTL 

% in total 
expenditure, 

2007 

Diseases of the digestive system and metabolic diseases 
56 499 720 62 837 568 10.06 

Diseases of the circulatory system  
35 370 805 42 036 100 6.73 

Heart diseases  
134 611 339 157 420 538 25.20 

Diseases of the skin  
2 899 092 3 105 408 0.50 

Diseases of the genitourinary system and sex hormones 
3 764 058 5 842 336 0.94 

Medication to be prepared 
376 966 395 317 0.06 

Hormones 
6 225 648 6 966 568 1.12 

Anti-infective medication 
16 844 043 17 215 624 2.76 

Anti-tumour medication 
80 347 866 97 588 552 15.62 

Musculoskeletal system 
9 483 499 11 539 708 1.85 

Medical aids  
30 925 190 37 452 556 6.00 

Diseases of the nervous system 
91 565 417 102 399 981 16.39 

Anti-parasite, anti-insecticide medication 
223 557 216 478 0.03 

Diseases of the respiratory system 
50 551 536 58 768 882 9.41 

Sensorial system 
17 313 330 20 621 435 3.30 

Other 
1 445 658 261 150 0.04 

Total: 
538 447 723 624 668 200 1000 

 



The majority of the CHIF funds in 2007 were spent on compensations for the medicines fir 
hypertension, unstable angina pectoris, post-infarction conditions, diabetes, breast cancer, prostate 
cancer etc.:  

 
 
 

CHIF budget expenditure, LTL 

Proprietary medicine 2006  2007  Difference, LTL Change, % 

Nebilet 5mg tab.N28 (circulatory system) 14 707 491 19 106 240 4 398 749 29.9 
Plavix 75mg tab.N28 (circulatory system) 13 517 468 17 605 332 4 087 864 30.2 
NovoMix 30 100 U/ml 3ml N5 (insulin) 8 491 751 11 313 633 2 821 882 33.2 

Diphereline 3.75mg (prostate cancer) 7 262 974 10 369 101 3 106 127 42.8 

Lercapin 10 mg tab. N28 (circulatory system) 7 345 910 10 316 048 2 970 138 40.4 

Symbicort Turbuhaler 160/4.5mcg 120dos. 
(respiratory system) 

8 681 351 10 280 362 1 599 012 18.4 

Seretide Diskus 50/500mcg 60dose 
(respiratory system) 

8 368 911 10 107 760 1 738 849 20.8 

Zyprexa 10mg N28 (schizophrenia) 1 230 554 8 684 964 3 345 590 -27.8 
Rebif 44 mcg (12 m IU) 0.5ml N12 (multiple 
sclerosis) 

6 738 321 8 510 701 1 772 381 26.3 

Seroquel 200 mg tab. N60 (schizophrenia) 6 715 946 7 834 161 1 118 215 16.7 
 

Expenditure for compensations for patent medicines in 2007, by manufacturers  

Manufacturer of medicines 
Amount compensated 

for in 2006, LTL 
 

Amount 
compensated for in 

2007, LTL 
 

Sanofi Aventis 49 592 254 55 678 644 
UAB GlaxoSmithKline Lietuva 44 907 901 50 999 814 
Berlin Chemie Menarini Baltic 39 017 669 49 381 255 
Eli Lilly S.A. 40 327 026 46 260 370 
UAB AstraZeneca Lietuva 34 638 516 41 560 978 
Server International 32 850 760 39 359 407 
Pfizer 24 363 855 30 956 945 
Novo Nordisk A/S 19 844 758 21 923 077 
UAB Johnson & Johnson 23 198 578 21 123 572 
UAB Merck Sharp & Dohme 15 861 591 18 515 178 
 
 

 



CENTRAL PURCHASING IS ON THE INCREASE 

The State Patient Fund conducts central purchasing of medicines and medical aids the nomenclature 
of which is considered by the Compulsory Health Insurance Council on an annual basis. After the List 
of Centrally Purchased Medicines and Medical Aids was approved in February 2007, the SPF 
organised 28 open tendering procedures and 8 negotiated procedures. LTL 130.49 m were allotted for 
such central purchasing in 2007, which is by LTL 30 m more than in 2006. 

MEDICINES  
The structure of central purchasing of medicines in 2007 is as follows: medicines for children‘s oncohaematological 
diseases – LTL 3.35 m (2006: LTL 2.8); oncological drugs Rituximabum, Fludarabinum, Imatinibum and 
Bortezomibum and medicines for haemoblastosis – LTL 17 m (2006: LTL 7.8 m); aggressive breast cancer drug 
Transtuzumab – over LTL 6 m (2006: LTL 2.5 m); Bevacizumab for the metastatic carcinoma of the colon or the 
rectum – LTL 1.7 m (2006: LTL 1 m); Cinacalcet for secondary hyperaparathyroidism in patients undergoing 
haemodialyses – LTL 1.5 m (2006: same); Palivizumab for the prevention of grave lower respiratory tract diseases in 
prematurely born babies – LTL 2 m (2006: LTL 1 m). LTL 2 were allotted for antiviral drugs for HIV (drugs with 11 
different names were purchased). 

In 2007, the following medicines were centrally purchased for the first time: Alprostadil for ischemia of limbs and 
gangrene – LTL 300,000; Somatostatin analogues for acromegaly and neuroendocrine tumours – LTL 700,000; Visudin 
for photodynamic therapy – LTL 500,000; human immunoglobulin – LTL 1 m; seasonal flu vaccines – LTL 2 m; 
Albendazol for echinococcosis – LTL 500,000.  

MEDICAL AIDS  
Metal articles for osteosynthesis. In 2007 the purchases included locked long-bone fixation systems, implants for 
pectus excatavum surgeries on children, implants for hip fixation and medical aids used in the arthroscopic surgeries. In 
all, LTL 9.7 m were allotted (2006: LTL 2.5 m). 

Cardiostimulators. LTL 4.5 m were spent on cardiostimulators in 2007. The greater availability of these aids enable 
the increase in the number of cardiostimulator implantations: from 681 in 1998 to 1,586 in 2007. 

Oxygenators. In 2007, LTL 3.84 m were allotted  for these devices (2006: LTL 3.5 m).  

Coronary artery stents. LTL 2 m were spent on the purchase of the stents. The price for the stents lowered from LTL 
3,460 to 3,021 in 2007, therefore, it was possible to increase the quantity by 13%. 

Hearing aids and other aids. In 2007, LTL 1.3 m were paid (2006: 0.98 m) for hearing aids and LTL 125,000 (2006: 
same) for ear loops, ventilation tubes and hearing bone prostheses. Ventrico-peritoneal shunts, tracheolaryngeal stents 
and other aids were centrally purchased as well. 

Compensation for the costs of treatment of rare diseases and conditions. 660 applications for the compensation for 
the costs of treatment of rare diseases and conditions received from healthcare establishments were considered in 2007 
(+127 applications compared to 2006). Approx. 90% of the applications received are satisfied each year. LTL 6.9 m 
were spent for the purchase of medicines and medical aids for the treatment of such patients. 

Treatment abroad. In 2007 the SPF guaranteed the payment for the costs of treatment, examination and consulting 
abroad for 106 patients (2006: 74). LTL 2.4 m were paid under the relevant letters of guarantee issued by SPF. 

The centrally purchased medicines and medical aids are allocated to healthcare establishments depending on the 
numbers of patients treated and operations/procedures performed in the previous year. Even though the demand for 
certain centrally purchased medicines and medical aids is met only in part, the list is nevertheless increasing every year. 
Central purchasing provides opportunities to help those patients for whom medicines and medical aids had not been 
purchased before. 



Meeting the demand for medicines and medical aids in 2007, % 

Item 
No. Name 

2007 demand 
met, % 

1 Artificial heart valves 100 
2 Artificial arteries  80 
3 Joint endoprostheses  58 
4 Crystalline lenses 90 
5 Eye prostheses for persons under 18 90 
6 Cardiac stimulators  90 
7 Oxygenators  90 
8 Hearing appliances  80 
9 Radioisotopes and cobalt sources 50 

10 Peritonic dialysis solutions  80 

11 Treatment abroad  100 
12 Unforeseen cases, rare diseases and conditions 90 
13 Ventriculoperitonial shunts 90 
14 Tracheolaryngeal stents  90 
15 Spine fixing devices  70 
16 Medication for haemoblastosis 80 
17 Medication for paediatric oncohaematological diseases 70 
18 Thrombolytics and GPIIb-IIIa inhibitors 85 
19 Lamivudinum for hepatitis B  100 
20 Bevacizumab for metastatic carcinoma of the colon/rectum 23 
21 Cochleal implants 100 
22 Antiviral medication for HIV infections  85 
23 Reagents for determining cyclosporin concentrations 100 
24 Metal structures for the provision of traumatological orthopaedic aid  100 

25 Botulinum toxin for persons under 18  90 
26 Tracheoesophageal speech prostheses 90 
27 Reagents for chronic hepatitis C diagnostics  60 

28 Circular intestine stitching devices (in colon cancer cases) 80 

29 TNF blockers for rheumatoid arthritis, ankylotic spondylitis and Crohn 
disease 

25 

30 Coronary artery stents  70 

31 Imatinibum for chronic mielogenous leukaemia  20 

32 Disposable parts of insulin pumps for cases of diabetes Type I in 
pregnant women  

100 

33 Lung surfactant for prematurely born babies 100 

34 Pegil interferon alfa for hepatitis C relapse  70 

35 Temozolomidum for glial brain tumours  80 

36 PASR for tuberculosis  80 

37 Rituximabum for oncohaematological diseases 40 

38. Oxaliplatinum,  Irinotecanum   100 

39. Transtuzumab 20 

40 Bortezamibum 50 



41 BCG  for non-invasive cancer of the urinary bladder 100 

42 Fludarabinum 90 

43 Cinacalcet 20 

44. Palivizumab 100 

45. Tracheoesophageal speech prostheses and accessories, electronic speech 
devices  

70 

46. Ear loops, ventilation tubes, hearing bone prostheses  70 

47. Radiological means for neurosurgery 70 

48. Alprostadil 50 

49. Visudyne 30 

50. Albendazole 25 

51. Somatostatin analogues  25 

52. Human immunoglobulin 40 

53. Disposable means for congenital interventricular and interatrial septum 
defects  

80 

 

Centrally purchased endoprostheses. Patients wait from 3 to 46 months for a joint endoprosthetisation surgery 
according to a waiting list maintained by the SPF. The waiting time depends on the healthcare establishment selected (at 
some establishments, there are very few people on the list, at others people wait for up to 3.5 years). The waiting lists 
are published on the SPF‘s website updated on a monthly basis. In 2007, 12,292 applications were received for primary 
hip and knee joint endoprosthetisation (2006: 10,850, 2005: 10,323). In all, 5,421 primary hip and knee joint 
endoprosthetisation surgeries were performed in 2007, which is by 1,242 surgeries (30%) more than in 2006. The 
number of joint endoprosthetisations done in 2007 (including other joint and revision surgeries) totalled 5,769. 



Numbers of primary new applications for and endoprosthetisation surgeries performed in 1999-2007 

 
NEW BASE PRICES FOR CERTAIN ORTHOPAEDIC PRODUCTS  
LTL 34.364 m were allotted from the CHIF budget for the compensation for orthopaedic appliances in 2007, which is 
by LTL 6.3 m more than in 2006. 

In 2007 the SPF has drafted several amendments to legal acts in order to improve the provision of the indispensable 
orthopaedic appliances to patients diagnosed with serious diseases or conditions, including the: 

• updating of the intervals at which orthopaedic appliance purchase costs are compensated for, i. e. establishing 
how often the insured persons may make use of the state support for the purchase of the appliances; 

• updating of the size of compensation for simple orthopaedic appliances on the list (the compensated part of the 
base price); 

• modifications of the list of indications for administering orthopaedic appliances, under which a 100% 
compensation is unconditionally granted only in cases of grave diseases or conditions. The list of indications 
was updated in order to give priority to gravest patients in the provision with sophisticated orthopaedic 
appliances. 

In 2007 the overall demand for orthopaedic appliances was met by 89.9%. Since mid-2006 the principle „money 
follows the patient“ was introduced to the orthopaedic appliance compensation process. As a result of this the need for 
the indispensable appliances such a limb prostheses grew rapidly in 2006 but the growth rates slowed down in 2007; the 
demand for primary prostheses has even decreased. 

Despite overall meeting of the demand for orthopaedic appliances, the supply of certain appliance groups is still 
insufficient. For example, prostheses and orthopaedic footwear production costs were higher than the base price for 
these products compensated for from the CHIF budget. Enterprises producing orthopaedic appliances were not 
interested in producing complicated orthopaedic appliances, therefore, the latter‘s supply was not sufficient. 
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Dynamics of numbers of adaptable limb prostheses in 2003-2007 

 

 
 

 

As complicated orthopaedic appliances are usually required by patients ill with more serious diseases, the lack of the 
appliances means both poorer health and quality of life of such patients.  For example, a person with certain disorders 
cannot move without orthopaedic footwear just like without a prosthesis. Therefore, in 2007 the pricing of orthopaedic 
appliances was improved: the base price for short-use appliances made of less durable materials and requiring lower 
labour costs  (the demand for such products is met) was reduced and the base price for appliances made of durable 
materials (demand not met) was increased. In drafting the amendments to the price-list of orthopaedic appliances, the 
SPF‘s specialists took production costs, technologies and durability into consideration. Efforts to improve the pricing  
system are going to be continued. 

 

COMPENSATION FOR COSTS OF OXYGEN TREATMENT ON OUTPATIENT BASIS  
The number of patients requiring outpatient treatment with oxygen has been increasing. Therefore, last year the SPF 
formulated a new procedure for the compensation for costs of oxygen treatment on outpatient basis, which was 
approved by order of the Minister of Health. In 2004 such costs were compensated for just 9 patients, 2005 – 14, 2007 – 
37, 2007 – 100. 
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FOURTH STAGE IN THE INCREASING OF PAY FOR THE MEDICAL PROFESSION 

The fourth stage in the increasing of pay for the medical profession has started in 2007. While at the 
beginning of the year, LTL 105 m were allotted for the maintaining of the 2006 pay level, additional 
LTL 226 m were allotted from 1 May. It should be reminded that the first increase took place in 2004 
when LTL 64 m were earmarked for that purpose in the CHIF budget. After the Seimas (Parliament), 
the Ministry of Health and representatives of the medical trade unions signed an agreement on the 
increase of pay fore the medical profession, the amount allotted totalled LTL 209.3 m, including LTL 
37 from 1 January and LTL 135 m from 1 May. This was the first stage of the increase. The second 
stage started on 1 November 2005, with LTL 31.4 m earmarked for it. Furthermore, additional LTL 
5.9 m were allotted for those healthcare establishments which had paid for an increase in pay for 
doctors and nurses from their internal reserves. The third stage started in 2006: at the beginning of 
the year, LTL 224.5 m were allotted for the maintaining of the previous year‘s pay level, additional 
LTL 210 m were allotted from 1 May. 
In 2005 the annual increase in the wage fund of the employees of health care establishments was 33.9% (November 
2005 compared to November 2004) including doctors 47.4% and nurses 38.4%. A comparison of average pay rates for 
the same period shows an increase of 33.4% (doctors 41% and nurses 38.4%). 

The annual wage fund growth was 32% in 2006 compared to 2005 (doctors 41.2%, nurses 32.9%). The average 
monthly pay of an employee of a health care establishment increased by LTL 354 (+31.6%) in 2006 compared to 2005 
(doctor LTL 608 (+35.3%), nurse LTL 350 (+32.9%). 

The wage fund totalled LTL 1200.4 m in 2006 and LTL 1458.4 m in 2007 (+21.5%). The average monthly pay of an 
employee of a health care establishment was LTL 1,475 in 2006 and LTL 1,777 in 2007. Compared with 2006, the 
average pay increased by LTL 302 (+20.5%) in 2007. 

The doctors‘ wage fund increased by LTL 105.6 m in 2007 compared to 2006 (+24.8%): from LTL 426.5 m in 2006 to 
LTL 532.1 m in 2007. There has been an approx. LTL 500 increase in a doctor‘s monthly pay (+21.5%): from LTL 
2,330 in 2006 to LTL 2,831 in 2007. 

The nurses‘ wage fund increased by LTL 92.3 m in 2007 compared to 2006 (+19%): from LTL 484.9 m in 2006 to LTL 
577.2 m in 2007. The nurse‘s monthly pay increased by approx. LTL 264 (+18.6%): from LTL 1,413 in 2006 to LTL 
1,667 in 2007. 

A comparison of the periods January–April 2007 and May–December 2007 shows that the average monthly pay of an 
employee of a healthcare establishment increased from LTL 1.561 to LTL 1,884, which means that the average increase 
was LTL 323 (+20.7%). 

 

 

 

 

 

 

 

 

 

 

 

 

 



Average monthly pay (AMP) of employees of individual healthcare establishments (IHE) in 2003–
2007, LTL 

95
2

1.
13

5 1.
25

5

1.
51

0

1.
54

5

1.
56

6

1.
81

6

2.
19

3

1.
41

6

1.
77

5 1.
96

5

2.
38

6

2.
43

2

3.
05

5

88
5 1.

08
8 1.
21

1

1.
45

8

1.
46

7

1.
48

8

1.
74

9

1.
82

6

1.
82

1

1.
86

8

1.
80

2

1.
89

5

1.
41

6 1.
58

9 1.
78

8

1.
52

8

1.
60

5

1.
84

6

3.
38

2

2.
91

8

2.
95

2

2.
89

8

2.
98

3

2.
86

4

2.
96

6

2.
53

6

2.
48

3

2.
46

9

2.
79

2

2.
54

6

2.
20

1

2.
06

8

1.
69

8

1.
71

5

1.
71

0

1.
71

9

1.
78

8

1.
74

0

1.
53

0

1.
44

9

1.
70

5

1.
51

6

1.
36

9

500

1000

1500

2000

2500

3000

3500

20
05

 m
. s

au
sio

 m
÷n

.

 2
00

5 
m

. v
as

ar
io

 m
÷n

.

20
05

 m
. k

ov
o 

m
÷n

.

 2
00

5 
m

. b
al

an
dž

io
 m

÷n
.

  2
00

5 
m

. g
eg

už
÷s

 m
÷n

.

20
05

 m
.  

bi
rž

el
io

 m
÷n

.

 2
00

5 
m

. l
ie

po
s m

÷n
.

 2
00

5 
m

. r
ug

pj
ūč

io
 m

÷n
.

20
05

 m
. r

ug
s÷

jo
 m

÷n
.

20
05

 m
. s

pa
lio

 m
÷n

.

  2
00

5 
m

. l
ap

kr
ič

io
 m

÷n
.

 2
00

5 
m

. g
ru

od
ži

o 
m

÷n
.

20
06

 m
. s

au
sio

 m
÷n

.

20
06

 m
. v

as
ar

io
 m

÷n
.

20
06

 m
. k

ov
o 

m
÷n

.

20
06

 m
. b

al
an

dž
io

 m
÷n

.

20
06

 m
. g

eg
už

÷s
 m

÷n
.

20
06

 m
. b

ir
že

lio
 m

÷n
.

20
06

 m
. l

ie
po

s m
÷n

.

20
06

 m
. r

ug
pj

ūč
io

 m
÷n

.

20
06

 m
. r

ug
s÷

jo
 m

÷n
.

20
06

 m
. s

pa
lio

 m
÷n

.

20
06

 m
. l

ap
kr

ič
io

 m
÷n

.

20
06

m
. g

ru
od

ži
o 

m
÷n

.

20
07

 m
. s

au
sio

 m
÷n

.

20
07

 m
. v

as
ar

io
 m

÷n
.

20
07

 m
. k

ov
o 

m
÷n

.

20
07

 m
. b

al
an

dž
io

 m
÷n

.

20
07

 m
. g

eg
už

÷s
 m

÷n
.

20
07

 m
. b

ir
že

lio
 m

÷n
.

20
07

 m
. l

ie
po

s m
÷n

.

20
07

 m
. r

ug
pj

ūč
io

 m
÷n

.

20
07

 m
. r

ug
s÷

jo
 m

÷n
.

20
07

 m
. s

pa
lio

 m
÷n

.

20
07

 m
. l

ap
kr

ič
io

 m
÷n

.

20
07

 m
. g

ru
od

ži
o 

m
÷n

.

Viso personalo
Gydytojų
Slaugytojų

ASPĮ darbuotojų vidutinis darbo užmokestis 2003–2007 metais, Lt

Šaltinis: VLK prie SAM Strategijos ir planavimo skyriaus duomenys

I etapas

II etapas
III etapas

1.777

2.831

1.677

769824

1.210

878
945

1.397

1.722

1.121
1.063

1.413

2.330

1.475

500

1000

1500

2000

2500

3000

Viso
personalo

Gydytojų Slaugytojų

Vidutiniškai per m÷n. 2003 m.

Vidutiniškai per m÷n. 2004 m.

Vidutiniškai per m÷n. 2005 m.

Vidutiniškai per m÷n. 2006 m.

Vidutiniškai per m÷n. 2007 m. 

VDU 2003–2007 m.
VDU 2005–2007 m.

IV etapas

 
AMP 2003-2007 AMP 2005-2007  
 - All employees  - Physicians   - Nurses   
   
 Stage I     Stage II         Stage III        Stage IV  
   
monthly average 2003   
..... January 2005  
 February 2005  
 March 2005  
 April 2005  
 May 2005  
 June 2005  
 July 2005  
 August 2005  
 September 2005  
 October 2005  
 November 2005  
 December 2005  

 

 

 

 

 

 

 

 

 

 

 

 



Average monthly pay (AMP) in January–April 2007 and May–December 2007 by types of IH 
establishments, LTL 

2007 m. sausio–balandžio m÷n. ir 2007 m. geguž÷s–gruodžio m÷n. darbuotojo 
vidutinis darbo užmokestis per m÷nesį pagal ASPĮ veiklos profilius, Lt
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National average 
University IHE 
University hospitals 
County hospitals 
Town hospitals 
Mental hospitals  
TB & infection hospitals 
Oncological hospitals 
Maternity homes 
Regional hospitals 
Nursing hospitals 
EMC centres 
POIH establishments 
POIH 
POIH & ambulatory services 
Mixed POIH establishments 
Private IHE 

 

A comparison of the same periods January–April 2007 and May–December 2007 shows that the average 
monthly pay of an IHE doctor increased from LTL 2,480 to LTL 3,003. This means that the average doctor‘s 
pay increase was LTL 523 or 21.1%. 

As regards nurses, an analysis of growth in the monthly pay in January–April 2007 and May–December 
2007 reveals an increase by LTL 290 or 19.6%, i. e. the pay was LTL 1,484 in the first period and LTL 1,774 
in the second period. 
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DEVELOPMENT OF THE INFORMATION SYSTEM 

Development of the compulsory health insurance information system is one of the priorities of 
patients‘ funds activities. In 2007 the Register of Persons Covered by Compulsory Health Insurance 
was granted the status of a public register. This should facilitate the obtaining of information from 
other public registers and information systems and make accounting for insured persons more 
accurate. This register enabling the effective provision of information about the person‘s insurance 
status is very important for healthcare establishments, patients funds and residents. 
2007 saw the continuation of the development of the Data Analysis and Public Awareness Sub-System of the 
Compulsory Health Insurance Information System („SVEIDRA“). The sub-system is designed to meet the needs of 
patients‘ funds and their cooperation partners. With the help of state-of-the-art data repository development 
technologies, software enabling the users to receive reports online will be implemented. Using of this software will be 
easy and all employees registered as system users will be able to work with it. It is expected that the operation of the 
sub-system will start in 2008.  

Development of the Endoprostheses Order Allocation and Accounting Subsystem and the Healthcare Specialists 
Professional Qualifications Improvement System was completed in 2007. Upon required updates, the systems will be 
launched in 2008. 

Integration of two systems – the National e-Health System („NESS“) and SVEIDRA has been started in 2007. The 
integration will widen the opportunities for NESS and improve the exchange of information between the ISs of 
healthcare establishments and SVEIDRA. This is of particular importance for patients‘ funds whose main functions 
include the payment for the services provided to patients, compensate healthcare establishments for the medical aids‘ 
purchase costs, and exercise control over the efficiency of use of the CHIF budget funds. 

The formulation of the SPF Information Technologies and Information Systems Strategy has been started at the end of 
the year. This work is based on a review of the SPF, TPFs and IHEs activities, key information flows, data security 
issues and current organisational structure of IT and IS management and on an overview of foreign (Germany and 
Estonia) experience and proposals received. The main requirements and objectives of the IT/IS development at the SPF, 
TPFs and IHEs have been identified, the main development alternatives have been discussed and a five-year IT and IS 
strategy implementation plan has been drawn up. Strengthening of the data security measures is in the focus of 
attention. 

In 2008-2009 the SPF as one of Lithuania‘s public entities will face the task of reforming the public sector‘s accounting 
and financial statements system including the formulation of the methodology for the  organisation and management of 
accounting, training of employees, and modernisation and centralisation of accounting ISs. 2007 was a year of intensive 
preparations for this work. 

To implement the provisions of Council Regulations 1408/71 and 574/72 concerning insurance of citizens travelling to 
other EU Member States and the decisions adopted by the EU Administrative Commission on Social Security of 
Migrant Workers, Lithuania plans to implement the electronic European health insurance card and the mechanisms of 
electronic payments with the EU competent bodies in the area of health insurance by mid-2010. 

IMPROVEMENT OF THE LEGAL FRAMEWORK FOR COMPULSORY HEALTH 
INSURANCE  
Seeking to improve the legal framework for the compulsory health insurance, specialists of the State Patient Fund have 
drawn up, jointly with state authorities, the Regulations of the Register of Persons Covered by Compulsory Health 
Insurance. The regulations were approved by the Government of the Republic of Lithuania on 11 September 2007. The 
SPF was appointed as the leading and central manager of the register, while Vilnius, Kaunas, Klaip÷da, Panev÷žys and 
Šiauliai TPFs were appointed as territorial managers. The putting into operation of this register will facilitate the 
process of concluding data provision agreements with the managers of the registers already in operation (for example, 
the State Social Insurance Fund Board, the State Tax Inspectorate etc.) and other data providers. The SPF will 
automatically receive more objective and accurate data that confirm or deny the person‘s insurance status. The 
operation of the register will reduce the flows of people approaching TPFs as cases where an insured person will have 
to confirm his/her insurance status by submitting documents will be rare. The SPF, on its turn, will be able to more 
effectively implement its right to control the quantity and quality of individual health care services paid from the CHIF 
budget. 

To facilitate the administration of insurance contributions paid by persons covered by compulsory health care insurance 
and to eliminate the current differences in contribution levels, in 2007 the SPF drafted a new law amending Articles 8 
and 17 of the Law on Social Insurance (LSI), obtained agreements from competent authorities, and submitted the draft 
new law to the Government. 



The amendments were necessitated by the fact that, according to Article 8 of the current LSI version, a person is 
considered to be an insured person from the date on which health insurance contributions were started to be paid for 
him/her or he/she started paying such contributions and the insurance cover terminates upon expiration of one month 
after the date on which payment of contributions was stopped provided that they were paid for the preceding 3 months. 
Whereas persons carrying out individual activities without business licences must pay the compulsory health insurance 
contributions once in a year (on 1 May) according to the procedure established by the State Tax Inspectorate. This 
means that a person who is starting individual activities and who has been registered with the Taxpayers Register is 
considered to be covered by compulsory health insurance from 1 May even though he/she had started activities much 
earlier. Such situation makes the administration of compulsory health insurance contributions complicated and is not 
satisfactory to persons engaged in individual activities. An individual carrying out such activities can reasonably expect 
that he/she will be covered by health insurance from the date of registration with the Taxpayers Register (i. e. from the 
start of individual activities). Therefore, it is proposed that Article 8 of LSI should establish an explicit period of 
compulsory health insurance, with starting and ending dates, linking it to the date of registration with/withdrawal from 
the Taxpayers Register. 

While drafting the proposal for the amendment to the law, the SPF‘s specialists have noted that the current version of 
Article 17 of LSI creates inequality of payers of compulsory health insurance contributions, i. e. the rates of 
contributions set for different categories of the insured differ several times. For example, whereas contributions paid by 
partnerships for their members account for 2% of the average monthly pay in the national economy for the quarter 
before last as published by the Department of Statistics under the Government, farmers and land users (holding at least 
3 ha of arable land) registered according to the provisions of the Law on Farmer‘s Farm pay 3.5% of the minimal 
monthly pay for themselves and for each adult household member working in the farm. A compulsory health insurance 
contribution payable by a user of a personal farm and by each adult family member working in the farm makes up  1.5% 
of the minimal monthly pay. According to Article 17(1) of the current LSI, the rate of contributions payable by persons 
who take out compulsory health insurance independently is 10% of the average monthly pay in the national economy 
for the quarter before last. 

Such legal regulation infringes the constitutional principle of individuals‘ equality before the law and makes collection 
and administration of health insurance contributions difficult. Therefore, the draft proposal for the amendment to Article 
17 of LSI establishes a single contribution rate, linking it with a single national economic indicator, i. e. the amount per 
person covered by public health coverage, which is paid from the state budget and the rate of which is set on an annual 
basis and approved by the law. 

A lot of work has been accomplished in resolving other issues concerning those legal acts which do not directly regulate 
compulsory health care insurance but which are related to the regulation of health care and the provision of individual 
healthcare services. Mention should be made of Article 26 of the Law on Legal Status of Aliens, which establishes the 
conditions of issuance of and changes to the permit to reside in Lithuania. One of the conditions pertains to health 
insurance as an alien wishing to obtain a residence permit is obligated to hold a document confirming health insurance 
(if he/she is not covered by the compulsory health insurance) or, in cases established by the Government, a valid letter 
of undertaking to pay for the healthcare services provided to him/her during his/her stay in Lithuania, issued by a 
Lithuanian citizen or an alien residing in Lithuania.  

Every year on average 500 aliens – elderly persons coming to their children residing in Lithuania on family reunion 
basis express a wish to apply for the issue/amendment of a temporary residence permit. However, they cannot do that as 
they do not hold documents evidencing health insurance. Private insurers usually refuse to insure elderly people or 
people ill with chronic diseases. Such individuals cannot get the compulsory health insurance cover either. Therefore, 
migration services should not issue permits to such individuals – but this would not be a solution to the problem as 
many such aliens have been living in Lithuania for several years already and they repeatedly apply for temporary 
permits as often such individual has no place to leave for or is not capable of taking care of himself/herself. In 
cooperation with the Migration Department under the Ministry of Interior and other authorities, the SPF‘s specialists 
have formulated and submitted a draft resolution of the Government „Concerning obligation to pay for the costs of 
healthcare services provided to an alien during his/her stay in the Republic of Lithuania“. If this legal act takes effect, 
the rights of aliens, to whom health insurance is refused by private insurers due to age, would be protected and such 
persons will have the opportunity to obtain/amend permits to temporarily reside in Lithuania. 

Legal acts governing the rules for the drawing up and execution of the CHIF budget and the procedure for the use of the 
budget reserve were being improved in 2007. According to the Law Amending Articles 14, 28, 30 and 35 of the Law on 
Health Insurance and Supplementing the Law with Article 131, which will take effect on 1 January 2009, the drawing 
up of the annual statements of execution of the CHIF budget will be abandoned and will be replaced by the annual 
reports on the execution of the CHIF budget and the financial statements. The Government of the Republic of Lithuania 
approved the resolutions drafted by the SPF’s specialists. 



MORE HEALTHCARE ESTABLISHMENTS UNDER THE CIVIL INSURANCE UMBRELLA  

According to currently available information, last year 717 healthcare establishments have taken out compulsory 
civil liability insurance (95.8% of all healthcare establishments) compared to just 608 establishments in 2006 
(86.5%). At the same time the number of healthcare establishments having concluded voluntary insurance 
agreements was decreasing: from 27 in 2006 to 5 in 2007. 

Compared to 2006, the amount of civil liability insurance premiums as stated in insurance certificated increased by 1/3 
reaching LTL 15.7 m. The premiums actually paid by healthcare establishments totalled LTL 10.4 m (including LTL 
9.6 m from the CHIF budget). According to the Law on Patients Rights and Indemnification for Health Damage the 
minimal sum insured under a healthcare establishment’s civil liability contract shall be LTL 50,000 per event insured. 

Since 1 January 2005 every healthcare establishment must insure its civil liability for the damage done to its patients. 
Furthermore, according to an order issued by the Minister of Health, the State Accreditation Service for Health Care 
Activities may suspend the activities of a healthcare establishment that has failed to take out insurance. Both the number 
of claims filed to courts and the amount of damages claimed are constantly increasing, therefore, compulsory civil 
liability is becoming very important for healthcare establishments. 

In 2007 there were two insurance companies providing compulsory civil liability insurance to healthcare 
establishments: ADB RESO Europa and UAB BTA Draudimas. 

HEALTH CARE IN THE EU MEMBER STATES  

According to the EU legislation on social security, the indispensable healthcare services provided to a Lithuanian 
citizen who is covered by the compulsory health insurance and who is in need of medical aid while visiting a EU 
Member State, a member country of the European Economic Area (EEA) – Norway, Iceland, Liechtenstein, or 
the Swiss Confederation (since 1 April 2006), are fully or partially paid from the CHIF funds. The SPF pays the 
indispensable healthcare services at base prices valid in the country providing health care. 

The health care systems and the terms of provision of healthcare services vary from country to country: in some EU 
Member States, the public healthcare system reimburses all costs of individual health care, whereas in others the patient 
or a private insurer has to pay for part of the costs. The indispensable medical care paid by the public health insurance 
system in the EU Member States, EEA countries and Switzerland is provided according to the procedures established 
by these countries’ public healthcare system. If additional payment for the indispensable healthcare services is required 
in a Member State, a Lithuanian citizen receiving such services will have to pay the required amount (the SPF will not 
reimburse it). According to the EU legal acts, the healthcare services paid from the CHIF budget can only be obtained 
from public healthcare establishments of a EU Member State. The scope of indispensable health care is determined by 
the examining doctor depending on the expected duration of the patient’s stay in the country. 

Following the provisions of the EU legal acts the TPFs exercise control over the health insurance status of people 
leaving for the EU Member States and issue Form E certificates and European health insurance cards entitling to health 
care compensated for by the CHIF budget. Furthermore, the TPFs conducts registration of insured citizens arriving from 
other Member States and manages Form E certificates issued by competent authorities of such states. 

Documents issued by the TPFs in 2007:  

• 62,383 European health insurance cards; 

• 5,112 certificates temporarily replacing the European health insurance cards; 

• 76 certificates E121 LT – documents evidencing that the individual receives pension in the Republic of 
Lithuania and is entitled to individual health care services provided in the EU Member State of residence but 
paid from the CHIF budget; 

• 2 certificates E109 LT – documents evidencing that the individual is a member of the family of a citizen of a 
EU Member State working and residing in the Republic of Lithuania, who resides in another EU Member State 
and is entitled to individual health care services provided in the EU Member State of residence but paid from 
the CHIF budget; 

• 65 certificates E106 LT – documents evidencing the entitlement of the individual working in the Republic of 
Lithuania but residing in another EU Member State and of his/her family members residing together with 
him/her to individual health care services provided in the EU Member State of residence but paid from the 
CHIF budget. 



A resident of the Republic of Lithuania covered by the compulsory health insurance and wishing to receive the 
indispensable medical care services paid by the CHIF in other EU Member States must be a holder of a document 
evidencing insurance – a European health insurance card or a certificate temporarily replacing such card. When 
approaching a healthcare establishment for indispensable health care, the individual must present one of these 
documents together with his/her identity document to the receptionist of the healthcare establishment. 

A resident holding a certificate E106 LT, E109 LT or E102 LT can exercise his/her right to free medical care in the 
EU Member State of residence provided that such certificate has been registered with a competent health insurance 
authority of such state. 

The SPF manages and pays claims received from the EU liaison services (certificates Form E 125) for the 
indispensable medical care provided to Lithuanian residents in the EU Member States. In 2007 the SPF paid 1,734 
such claims received from the EU competent authorities in the second half-year of 2006 and the first half-year of 
2007. LTL 5,187,790.7 were allotted from the CHIF budget for this purpose. 

If a Lithuanian citizen covered by the compulsory health insurance holds neither the European health insurance 
card nor a certificate replacing such card, he/she must pay for the services received in a EU Member State and, 
upon returning to Lithuania, approach a TPF for reimbursement for medical costs. 188 persons used this 
opportunity in 2007, with LTL 160,939.7 paid from the CHIF budget for this purpose. 

The SPF sends to the EU liaison services the claims (E125 LT certificates) received from healthcare establishments 
for the treatment of the Member States’ insured persons in Lithuania and keeps accounting for such claims. In 
2007, 389 such claims were submitted to the SPF by TPFs. The amount payable to the EU competent authorities 
under such claims totals LTL 1,241,492.3. 

In 2007, the SPF submitted to the Audit Board of the Administrative Commission on Social Security for Migrant 
Workers, for the first time, its notes on the average CHIF budget expenditure for the health care per pensioner and 
per pre-pension age resident of Lithuania in 2004-2005. The information on average amounts is required for 
settlements with the EU competent authorities for the healthcare benefits provided to citizens of the Member States 
residing in Lithuania. According to the EU legislation, monthly lumpsum payments are made for each month 
during which a pensioner lived in another EU Member State. Each Member State calculates such average 
expenditure for health care and submits the amounts to the Audit Board – a working group of the European 
Commission for consideration and for approval by the Administrative Commission. 

The average amounts calculated by the SPF have been approved by the Administrative Commission on Social 
Security for Migrant Workers under the European Commission. It has been established that the SPF will pay for 
each pensioner arriving from a EU Member State to Lithuania for residence as follows: for each month in 2004 – 
LTL 84.82 and for each month in 2005 – LTL 104.09; for persons under 65 years – LTL 32.48 and 37.32 
respectively. 

CHIF budget expenditure for indispensable medical care provided to insured citizens of the Republic of 
Lithuania abroad 
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The SPF pays for Lithuanian pensioners leaving for the EU Member States, EEA countries or Switzerland for residence 
at the rates calculated by the relevant country and approved by the Audit Board and the Administrative Commission. A 
pensioner of the Republic of Lithuania may obtain from a TPF an E121 certificate entitling to any healthcare benefit 
(not just indispensable medical care) paid for by the CHIF budget. The SPF also manages the claims received from the 
EU liaison services (E127 certificates) for settlement in lumpsum amounts and pays for the healthcare services provided 
to the Lithuanian insured persons residing in the EU Member States. In 2007 the SPF paid 18 such claims (E127 
certificates) for the Lithuanian citizens’ health care in 2004-2005; the amount paid totalled LTL 175,439.75. 

LTL 6,765,662.5 were paid from the CHIF budget in order to comply with the provisions of Council Regulations (EEC) 
No. 1408/71 and No. 574/72. 

The SPF’s employees represent the Republic of Lithuania in the Audit Board of the Administrative Commission on 
Social Security for Migrant Workers and takes part in different working groups set up under the European Commission 
such as the Commission on Technical Data Processing, Administrative Commission and High Level Officials Working 
Group. The SPF’s representatives are also involved in the work of the EC’s Working Group on Social Affairs. A 
proposal for a new regulation of the European Parliament and the Council on the coordination of the EU social security 
systems is being considered by this working group. 

 

Summary of the CHIF budget expenditure for the implementation of Council Regulations (EEC) No. 1408/71 
and No. 574/72 in 2007 

Type of expenditure 
Number of bills paid 

(form E) Amount paid, LTL 

For indispensable medical care provided to 
Lithuanian insured persons at the EU healthcare 
establishments (E 125) 1734 5 187 790.70 

For indispensable medical care provided to the 
EU insured persons in Lithuania  389 1 241 492.30 

Compensations to Lithuanian insured persons 
who paid for indispensable medical care received 
in the EU Member States (E 126) 188 160 939.70 

For healthcare services provided to Lithuanian 
insured persons residing in other EU Member 
States (payments by lumpsum amounts) (E 127) 18 175 439.70 
Total:  2329 6 765 662.50 



TERRITORIAL PATIENT FUNDS COVERING ALL THE COUNTRY  
 

VILNIUS TERRITORIAL PATIENT FUND 

Kęstutis SPEIČYS  
Deputy Director of Vilnius TPF, acting director  
Numerous changes have taken place in 2007 in the Vilnius TPF which is counting a second decade of its activities. For 
the first time in the TPF‘s existence, more than one billion Litas was spent to pay for the services provided to residents 
of Vilnius and Alytus counties: LTL 1,087,451 which is by LTL 207 m more (+23.6%) compared with 2006. The 
largest increase was recorded in the financing of health programmes (+31%); the expenditure for individual healthcare 
services and for medical rehabilitation and sanatorium treatment increased by 24.3% and 20.1% respectively. 

Even though the growth in the individual healthcare service rates was quite rapid in 2007, the numbers of residents of 
Vilnius and Alytus counties using such services was increasing after the change in the payment procedures and increase 
in the funding of the services: the overall increase is 229,700 people (+9.1%). The growth in the day surgery services – 
from 9,300 in 2006 to 22,000 in 2007 (nearly 2.5 times) – and in short inpatient treatment (up to 3 days) services – by 
18,100 services (a 2.7 times increase) is particularly notable. 

The number of specialised outpatient services increased by just a one-tenth but in the increase is marked in absolute 
terms: +209,000 (including +200,000 level II services and +4,900 level III services). 

It is very important to note that, in line with the policies of the Ministry of Health and in restructuring the service 
provision process, Vilnius TPF managed to reduce the scope of inpatient services in 2007 by 18,000 (-7.2%) compared 
with 2006. 

In 2007 the numbers of checks for cervical cancer, selective mammographies for breast cancer, and 
preventive checks for cardiovascular diseases and prostate cancer have increased, however, in general the 
implementation of the preventive programmes was not satisfactory. Only the preventive programme on 
cardiovascular diseases has been successful and the target results were achieved. 

The results achieved by the TPF is an outcome of its cooperation with partners including state and local 
institutions as well as private healthcare establishments. The process of concluding agreements with IHE 
continued in 2007. 29 agreements were concluded with establishments (including as many as 26 private 
ones) which had not previously provided services paid from the CHIF budget. The number of agreements 
concluded in 2007 totals 239 (including 113 with private healthcare establishments). 

It should be noted that before 2005 the range of services provided by most private healthcare establishments 
was limited to primary individual healthcare services but the range has been expanding in recent years: in 
2007 private healthcare service providers offering just GP services accounted for nearly 60% of total number 
of  healthcare establishments and for nearly 84% of establishments providing specialised outpatient services; 
almost one-half of all service providers offering expensive examinations and procedures were private ones. 
For the first time in Lithuania, agreements on inpatient services were concluded with private establishments: 
UAB Baltijos-Amerikos Terapijos ir Chirurgijos Klinika which has started providing obstetric services and 
UAB Kardiolita which has successfully launched cardiac surgery services equal to those provided at the 
Vilnius University Santariškių Clinic.  

The Vilnius TPF underwent significant internal changes in 2007. At the end of the year repairs of the new 
administrative building of the TPF (Gedimino pr. 5, Vilnius) were completed. In February 2008 we moved to 
the new premises which are more convenient both for employees and visitors. The TPF now has a spacious 
modern waiting room and the quality of customer reception has improved considerably. 



In 2007 the project on the development and improvement of residents‘ service at Vilnius TPF for 2008-2009 
was launched. The purpose of the project is to increase public awareness of health issues, improving 
customer service, and providing more detailed information on the provision of services financed by CHIF 
and on patient rights. The project is being implemented taking account of the changing needs and 
expectations of residents in the area served by the Vilnius TPF. Recently an internal reorganisation took 
place as a result of which the TPF Administration Division was replaced with the Legal Division and 
General Services Division (divided into Household Unit and Office Unit). This should enable a more 
efficient allocation of human resources and improvement of administration of the institution. 

 

KAUNAS TERRITORIAL PATIENT FUND 

Virgilijus ŠIAUDIKIS  
Director of Kaunas TPF 

The Kaunas Territorial Patient Fund employing 63 persons has a clear mission: to use the CHIF budget funds 
in a most efficient way while meeting patients‘ needs, i. e. provide financial, economic and organisational 
conditions for all insured persons to timely receive healthcare services of high quality. 

The area of operation of Kaunas TPF covers Kaunas and Marijampol÷ Counties. In 2007, 890,479 residents 
were registered with primary outpatient health care establishments (including 876.707 insured persons). 
While the number of registered persons under 16 is decreasing, that of people older than 65 is increasing. 

Last year 54,898 customers approached Kaunas TPF on various matters; 17,475 European health insurance 
cards were issued (+6,500 compared to 2006). The one-stop-shop principle was implemented in order to 
improve customer service.  

In 2007, Kaunas TPF concluded agreements on the provision of IHC services and implementation of 
preventive programmes with 268 individual healthcare establishments (including 149 public and 105 
private). The number of agreements with private healthcare establishments increased by 13.3% and the 
funding from the CHIF budget for the services provided by them increased by 8%. In general, expenditure 
for IHC services to residents in Kaunas TPF area has grown by 21% including primary IHC – 26% and 
outpatient specialised services – 38.2%. This shows that priority was given to primary health care and other 
outpatient healthcare services. 

The number of specialist consultations provided to residents increased by 8.2% in 2007 compared to 2006, 
emergency medical care services – by 4.7%, day inpatient services – by 12.6%, day surgery services – by as 
much as 2.1 times, and short treatment services – by as much as 2.5 times, whereas the scope of inpatient 
services was reduced by 13.8%. 

For the first time in the Kaunas TPF‘s area the rate of hospitalisation did not exceed 18 people per 100 
residents; the rate was higher in only one municipality of the area. In 2007, the public-private ratio in the 
provision of individual healthcare services was as follows: 95.8% - by public and 4.2% - by private 
establishments (2006: 96.9% and 3.1% respectively). 

Once monitoring of access to specialists was started, healthcare establishments publish information on 
waiting lists on the TPF‘s website www.ktlk.lt. Not all the healthcare establishments managed to reduce the 
waiting lists through the lack of specialists. 



 

21,111 insured persons used medical rehabilitation services; outpatient rehabilitation, which is becoming 
increasingly popular, accounts for 17.6% of the services. Just as before the number of referrals for children‘s 
medical rehabilitation was not limited. 

Agreements with 135 pharmacies (2006: 148) and 12 optician‘s (2006: 15) were concluded in order to secure 
the insured persons‘ provision with compensated medicines and medical aids financed from the CHIF 
budget. The total amount of funds allotted from the CHIF budget for compensated medicines and medical 
aids was by 16% larger than in 2006. 

In 2007 preventive programmes were in the focus of attention. Under the cervical cancer prevention 
programme the information service was provided to 51.8% of women in the defined age group; 29.7% of 
men checked for prostate cancer; mammographies were carried out for 11.2% of women in the defined age 
group. GPs diagnosed as many as 577 malignant tumours in early phases (2006: 459). The number of GPs 
involved in the preventive programme on cardiovascular diseases was increasing; the funds used for the 
programme increased 2.7-fold compared to 2006. 

The Kaunas TPF put forth efforts to increase residents‘ awareness, through the mass media including its own 
website, of the preventive programmes, patients‘ rights, compulsory health insurance, cancer prevention, 
joint endoprosthetisation, compensated medicines etc.  

For a second year already the Kaunas TPF successfully manages the waiting lists for dental prosthetisation; 
3,688 notices of the opportunity to receive the services were sent to residents. 3,743 residents of Kaunas and 
Marijampol÷ Counties received dental prosthetisation services valued at LTL 6.8 m, which is 1.6 times more 
than in 2006. The waiting time for the dental prosthetisation services was not longer than up to one year 
for residents of as many as 7 municipalities out of 13. 
The TPF‘s representatives carried out 271 checks of healthcare establishments in 2007 (including 210 
scheduled and 61 non-scheduled). The specialists inspected the access to, quantity and quality of individual 
healthcare services financed by CHIF and the lawfulness of making and issue of prescriptions. On 
completion of expert examination of control information, 352 reports were prepared, the damage to the CHIF 
budget was assessed at LTL 553,100, and 65 statements of conclusions, proposals and corrective measures 
were drawn up. 

Implementation of automated control of individual healthcare services based on the information on the CHI 
Information System continues. Healthcare establishments are informed, via email on business days, about 
cases of failure to comply with contractual obligations. The number of information files sent to the 
establishments totals 36,000. The TPF intends to develop automated monitoring of treatment of children‘s 
development disorders, speech correction services and compliance with contractual obligations.  

In June 2007 the Kaunas TPF received a certificate of quality management system, which evidences that its 
employees work according to the European standards. 

 

PANEVöŽYS TERRITORIAL PATIENT FUND 

Jonas NARBUTAS  
Director of Panev÷žys TPF 

The year 2007 was important for the Panev÷žys Territorial Patient Fund as the year when the scope of 
outpatient services increased, the waiting lists were reduced and access to services was improved. 

To meet the needs of insured persons to the maximum extent possible and improve access to services, in 
2007 the TPF concluded 165 agreements with individual healthcare establishments, which is by 15 more 
than in 2006. One-third of the agreements (55) were concluded with private service providers and more than 
one-half (84) – with IHEs located in the areas of other TPFs. By increasing the number of agreements the 
TPF seeks to reduce the waiting lists for specialist consultations as this still remains a big problem. In 
addition, 75 agreements with pharmacies and 146 with branches of pharmacies were concluded in 2007. 



Last year 9 service restructuring programmes were approved and LTL 7,586,200 were allotted for their 
implementation. All the programmes approved in previous years, aimed at improving service quality and 
access, were completed in 2007. 

The Panev÷žys TPF has devoted and is devoting a lot of efforts in the area of preventive health programmes. 
For example, from the launching of the cervical cancer prevention programme in 2004 till the end of 2007, 
52,000 women were checked in the TPF‘s area of operation (which accounts for approx. 66% of the target 
number of women aged 30-60). In 2007 alone the individual healthcare establishments received additional 
payment for 70 cases of diagnosing early phase and phase I of cervical cancer (58 cases of early phase 
cancer). This shows that such programmes are useful and necessary. 

Last year 92 public health programmes supported by local authorities were evaluated and funding was 
allotted to them. The municipal programmes contribute to the reduction of incidence of chronic diseases and 
treatment costs. 

Our control procedures are aimed at prevention rather than punishment. It is important that during the past 
two years there has been no need to call a meeting of reconciliation commission for the resolution of a 
conflict arising from control procedures. In 2007, 143 checks were performed including 16 non-scheduled 
ones. 58 IHEs located in the area of the Panev÷žys TPF including 6 IHEs providing medical rehabilitation 
services and 13 pharmacies were checked. 

Based on 84 checks a LTL 139,400 damage to the CHIF budget was established (+13% compared with last 
year). In two cases fines were imposed under the Code of Administrative Procedure. Violations without 
damage to CHIF were established in 59 cases. 

Cooperation with law enforcement institutions is being strengthened. During 2007, 572 requests for 
repayment of LTL 1,709,600 to the CHIF budget were made (+87% compared with 2006). 

Joint work with primary individual health care establishments has been started in 2006 seeking to encourage 
residents to make sure that information on their insurance status appears in the information system earlier 
than the need for health care arises. In 2007, approx. 52,000 residents approached the Panev÷žys TPF asking 
to confirm coverage with compulsory health care insurance (more than half of them were the unemployed 
registered with the labour exchange). The number of those wishing to acquire the European health insurance 
card or its temporary replacement is also increasing: 11,342 were issued by the TPF in 2007 (+83% 
compared to 2006). 

Computer-aided accounting for free dental prosthetisation services was being improved at the TPF in 2007. 
6,216 residents were newly included in the waiting list and 2,825 residents received such services in 2007. 
The costs of free dental prosthetisation services totalled LTL 4,245,000 in 2007; the costs per resident 
increased from LTL 275 in 2005 to 1,538 in 2007. 

By the efforts of the TPF‘s specialists a waiting list monitoring and patient information system was 
developed and implemented. Data on the waiting lists posted on the website by the IHEs are accessible to 
any user and a patient can choose any waiting list. A sub-system of reports on services provided by IHEs in 
the TPF‘s area has been developed. The sub-system, intended for the IHE employees, facilitates accounting 
for the services and settlement procedures. 

In 2007, the TPF received allocations from the CHIF budget totalling LTL 452,158,300. The amount payable 
for the services provided by the healthcare establishments totalled LTL 343,298,900 and was paid in due 
time. It should be noted that approx. 75% of the estimated monthly payment for the services are transferred 
to the healthcare establishments as an advance payment.  

Last year the funding for compensated medicines and medical aids increased by 14% compared to 2006. This 
enabled residents to buy more expensive and effective medicines and the TPF to shorten the time limits for 
settlement with pharmacies by two weeks. 

The costs of medical rehabilitation and sanatorium (anti-relapse) treatment services account for nearly 3.9% 
of total allocations. LTL 18,174,200 were allotted for such services in 2007; the services were used by LTL 
10,293 patients (+17% compared to 2006). 



LTL 11,530,200 were spent on the funding of health programmes. Unfortunately, funds allotted for certain 
programmes were not used by those responsible for the implementation of the programmes. 

In all, the level of funds received and utilised in 2007 increased by 16.6% compared to 2006. Settlements are 
effected according to plan and the debt level was reduced by 11% during the year. 

At the end of 2007, the Panev÷žys TPF employed 44 people including 26 having bachelor‘s degree and 7 
having master‘s degree. The employees are encouraged to learn and are provided with opportunities for skills 
improvement. At present 4 employees pursue master studies and 1 employee is a doctoral student. Last year 
the TPF held training on professional code of conduct and corruption prevention and put forth efforts to 
improve the TPF‘s image and the organisation and management of work. 

 

ŠIAULIAI TERRITORIAL PATIENT FUND 

Remigijus MAŽEIKA 
Director of Šiauliai TPF 
The area of operation of the Šiauliai TPF covers the Šiauliai and Telšiai Counties with the population of over 528,000, i. 
e. nearly 1/6 of Lithuania‘s population. In 2007, 527,684 residents were registered with the primary individual health 
care establishments (IHEs) that have concluded agreements with the TPF. 

The TPF had 130 agreements concluded with the IHEs of the area as of 2007. In order to receive outpatient or inpatient 
healthcare services provided by qualified specialists, residents may choose an IHE both from the Šiauliai TPF area and 
from other regions of the country: last year 83 agreements were signed with IHEs from other areas, mainly Klaip÷da 
and Vilnius Counties. In 2007, agreements were concluded with 68 pharmacies and 116 branches of pharmacies and 59 
agreements with entities providing medical rehabilitation and sanatorium services. 

Šiauliai TPF seeks to provide all residents with equal opportunities for using healthcare resources and for receiving 
quality services. Therefore it has conducted active monitoring of the access to individual healthcare services and of 
changes therein. 

The new procedure for payment for individual healthcare services introduced in 2007 enables IHEs to select a service 
provision form that is most suitable both for the patient and the establishment. Compared with the results of 2006, the 
numbers of day surgery services, short treatment services and outpatient consultations have increased considerably at 
inpatient establishments in the Šiauliai TPF area: +59.2% (or 1,708), +89.3% (or 9,169) and +7.2% (or 45,910 
consultations) respectively. A new monitoring service was launched in the hospitals; 2,271 such services were provided 
in 2007. Last year saw a considerable increase in the number of consultations with manipulations (echoscopies, 
endoscopies, biopsies, hormone and microbiological tests etc.). This is related to optimisation of hospitalisation and 
development of outpatient examinations. 

The lack of specialists at healthcare establishments remains the key obstacle in the development of individual healthcare 
establishments. As a means to resolve the problems of access to and appropriateness and quality of outpatient 
consultations, it has been agreed with the Šiauliai County Hospital in 2007 that additional LTL 0.5 m will be allotted for 
the payment for outpatient consultations by the cardiologist, urologist, ophthalmologist, endoscopist, echoscopist, 
endocrinologist, paediatric endocrinologist, haematologist, clinical physiologist, rheumatologist etc. 

The TPF jointly with the Šiauliai County Hospital analyses and seeks solutions to the service access problems by 
mutual agreements. The hospital has introduced the so-called „yellow cards“ under which the hospital‘s specialists 
provide additional scheduled consultations. For each such consultation the specialist receives additional payment, which 
is an incentive to provide such services. 

In our opinion, the opportunities provided by such agreements on consulting services have been used to the maximum 
in terms of management and financial resources. In general, as a result of number of measures implemented the waiting 
lists for outpatient consulting services were reduced in April-May 2007 compared to 2006 and IQ 2007 and did not 
exceed 14 calendar days. 

In 2007 an agreement on the target scope of preventive services was reached with primary individual health care service 
providers. This resulted in an active implementation of preventive programmes of mammographic checks and prostate 
cancer early diagnostics. One may conclude that men are more active than women in terms of participation in cancer 
prevention programmes. While during two years 32,000 men aged 50-75 were checked for prostate cancer (55% of men 
of this age group registered with healthcare establishments), there were half as many women who underwent 
mammographic checks (one-fourth of women aged 50-69  registered with healthcare establishments). 



The activity under the cardiovascular diseases prevention programme, whose implementation had been slow for some 
time, was much greater in 2007 compared to 2006: the number of services provided increased threefold. 

The results of implementation of the cervical cancer prevention programme were summed up in the summer of 2007. 
During three years, the healthcare establishments of Šiauliai TPF provided consulting to 64% and checked 42% of 
women aged 30-60 and examined over 50,500 smears (malignant changes were found in 19 cases and potential 
malignant changes – in 482 cases). Seeking to make implementation of this programme more active, the TPF, among 
other things, presented the implementation results to both healthcare establishments and founders on a quarterly basis. 

The Šiauliai TPF has formulated a methodology for the analysis of primary individual healthcare services and the 
service monitoring principles, which were used in the development of an IHE report card model. The aim is to achieve 
that: 

• residents are enabled to compare individual healthcare services provided at different establishments and decide 
on which primary IHE would suit their needs best; 

• IHEs can compare the access to its services with other IHEs; 

• TPF can agree with an IHE on improvement of performance; 

• municipalities, which are responsible for the activities of IHEs, can compare performance of different IHEs 
and take measures to improve access to services (optimise workloads and working time, develop the IHE 
network etc.). 

The information on performance indicators of healthcare establishments providing primary outpatient healthcare is 
published on the TPF‘s website since 2007. 

In order to learn residents‘ opinion on changes in the quality and access to services of GPs and to identify problems, in 
2007 the Šiauliai TPF conducted a second residents‘ opinion survey (the first took place in 2004). The findings from 
Šiauliai Town have shown that people, generally, are of the opinion that their health condition is better. Compared to 
2004, access to GP services has improved and patients are devoting more attention to the quality of services. 

Financing of dental prosthetisation services and related problems has been the most difficult area for the TPF. At the 
beginning of 2007, there were 11,303 people on the waiting list for dental prosthetisation. During the year such services 
were provided to 2,292 people and 3,871 people were added to the list. The TPF has spared no efforts in this area: 
approached all dental prosthetisation service providers and discussed the problems with municipal health officers and 
mayors. However, through the lack of specialists most municipalities have failed to use the allotted funding in full. 

We would like to note with satisfaction that cooperation with the public is being strengthened – the TPF‘s specialists 
take part in the meetings with representatives of patients‘ organisations, conferences, lectures, discussions, TV 
broadcasts etc. 

 

KLAIPöDA TERRITORIAL PATIENT FUND 

Alfridas BUMBLYS 
Director of Klaip÷da TPF 
The area of operation of the Klaip÷da TPF covers the Klaip÷da and Taurag÷ Counties with the population of over 
508,200, i. e. approx. 15% of Lithuania‘s population. 

In 2007 the Klaip÷da TPF concluded 273 agreements with healthcare establishments (including 89 private) on the 
provision of individual healthcare services to residents including 61 agreements on medical rehabilitation and 
sanatorium treatment and 115 agreements with pharmacies and branches thereof.  

Primary individual healthcare services (including services by a GP or a replacing team, nursing and palliative treatment) 
were provided by 79 IHE and emergency medical care services by 12 establishments. Specialised outpatient and 
inpatient healthcare services were provided to residents of the Klaip÷da and Taurag÷ Counties by 137 establishments all 
over Lithuania.  

LTL 491,783,000 were allotted from the CHIF budget to the Klaip÷da TPF in 2007. LTL 484,256,000 were used. 
Payment for outpatient and inpatient services accounts for the largest part of expenditure (49.8%); primary individual 
and emergency care services – 22.1%, expensive examinations and procedures – 4.9%, compensation for medicines and 
medical aids – 17.9%, medical rehabilitation and sanatorium treatment – 4%, and funding of programmes – 1.4%. 

519,400 residents were registered with primary individual healthcare establishments in 2007, which is by 0.3% less than 
in 2006. 35% of all residents served by IHEs were registered with private establishments.  



The TPF has held meetings of the representatives of the TPF Supervisory Council, service providers and health officers 
of municipal and county administrations in order to analyse the factors influencing the performance of preventive and 
other programmes and to make these programmes more efficient. For example, performance of the programme on 
selective mammographic checks for breast cancer and the programme on screening and preventive measures for people 
in the cardiovascular risk group has been influenced by insufficient number of service providers in the Klaip÷da and 
Taurag÷ Counties. Since November 2005, over 16,800 mammographies were performed in the TPF‘s area, i. e. 34% of 
women aged 50-69 were checked, whereas checks under the cardiovascular programme covered just 13% of the target 
number of residents. 

Information services were provided to 65% of the women of relevant age under the cervical cancer prevention 
programme, however, smear tests were carried out for only 47% of women of this age. 

The implementation of the prostate cancer early diagnostics programme has been most effective: in 2006-2007, 62% of 
male population aged 50-75 were examined for prostate cancer. 

In 2007 the TPF put forth efforts to increase access to specialist consulting, day inpatient and day surgery services with 
the aim to both use the CHIF funding more effectively and to provide patients with the necessary individual healthcare 
services. Additional funds were allotted for this purpose. The number of day surgery services increased by as much as 
103%. A 37% increase in day inpatient services and a 7% increase in the number of consultations have been recorded. 

Monitoring of waiting lists and analysis of the opportunities for reducing them have contributed to the improved access 
to services by GPs and specialists. Information on the waiting lists was posted on the Klaip÷da TPF‘s website. Patients 
in need of urgent medical care were able to get an appointment with a GP on the same day but had to wait for up to two 
weeks for scheduled care at some healthcare establishments. This was mainly due to the lack of specialists. 

Certain positive trends have been identified in the provision of inpatient services to residents of the Klaip÷da TPF area. 
While the number of short treatment services was on the increase (a 3-fold increase in 2007 compared to 2006), the 
scope of inpatient services was decreasing (-17%). 

Last year 9,509 referrals for medical rehabilitation and sanatorium (anti-relapse) treatment were issued. Just as before, 
the demand for rehabilitation II and restorative treatment was the greatest: 85% of total rehabilitation and sanatorium 
treatment costs.  Expenditure for outpatient rehabilitation services accounted for 14% of total expenditure. Children 
received 2,330 referrals for medical rehabilitation (together with a parent). 

In order to ensure the quality of healthcare services paid from the CHIF budget and the legality of the use of funds, in 
2007 the Klaip÷da TPF carried out 192 checks of service providers including 29 new service providers (prior to 
conclusion of agreements). It has been established that LTL 134,232 had been used unlawfully; these funds were repaid 
to the CHIF budget. 

A concerted and friendly team of 46 competent specialists works at the Klaip÷da TPF, with nearly two-thirds of the 
employees having improved their qualifications at courses, seminars and conferences in 2007. Our goal is to duly 
represent the residents of the Klaip÷da and Taurag÷ Counties. 


